OOCOBSII BESQBB 

^' 9 * 



BD ,155 374 . . . 



C£ 016 656. 



BEPOET HO' 

POB DiTE- 
• GEiHT » . 
. iOIE "^-^ 

EDBS PBip^ 
DESCBIPTOBS 



A'Gaideto Health Edaca'tics in iabulatorj Ca^^ 
J. Settings. 

Healthy Services Ad«inistr«ti"on (DBI»/PHS), Eockville,. 

ad. Bureau of Cciianit;- Heal^th Services. 
HSA-78-5501 ' ' • 
V.Bay 78 4' ' " • " ' . 

( Hs-oieve- ' . , - ' 

_HPr$0.83 HC-$7.3S Plus Postage. 
Aniiot^ted Bibliographies^ Behavior Change; ^Behavior 
Psittems; , Clinics; ♦Educational Strategies; *Sealth 
^Education; Health "Prcgrais; tfedical Services; Hodels; 
♦Patients (Persons); Prevention; ♦Priiary Beetltk " 
• _ ' Care; Program AdMiaistration;\Prograr Effectiveness; 
♦Ptbgrai Planning; Beeroitient * 

•ABSTRACT - • 

, * , This report outlines viijs in which' healtfc 'education » 
strategies can b^ developed' uithin* an ^ibulator; care center and hov 
they can bb iBpleaenteH *to optiiize their effectiveness ard 
efficiency. Section 1 describes a prpgrai planning sodel for use in 
tlie .developiieAt of ^eetXth education progfais^ Sections 2 throiigh S 
^race the cbnsuier through' four eu^pects of an aibulatcry care 
center's progras^ focusing on the iipcrftant oppcrtcnities fof^ . 
qonsuMer health education. Tjbese four ^sections respectively cover Xl) 
recrulttent, (2) utilization^ (3) prevention, and '(4) adherence to 
regime. 9ithin each of these sections, the lajor elements of the 
^roblem.s are analyzed, and suggestions are made concerning program 

Nstr.ategies designed to. deal vith .t^bem« Administrative issues^ inherent 
in health education programs* are p^esente'd in the sixth section, 

'-foUoved by a summary (section 7). outlining the basic h^ealtii 
educatioli principles applicable to all prcgiams in ambulatory care 
centers. t*ox those itho vish addii:^ional information cn health 
education programs it ambulatory care settings, the last section 
presei^t& &n annotated bibliography ^consisting of seventy-five« 

-references. A survey form being used by the American P^iblic Health 
Association to collect descriptive ^information cn health ducat ion 
elements in^heaJ,t£ programs is appended. (BB) 
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The primary goal of health education in £tolxilator-y care cenfei^s 
is to enable individuals to coppeir^'te. and participate with 
orofessionar health personnel actively, intelligently apd con- 
s'ifetently -in processes involved in the prevention ^nd treatment- 
of disease." individuals can acquire needed knowledge and sound 
attitudes, by guiding ther&> in decision-raaking and acceptance o. 
responsibility for their- own health, and Tay helping them trans- 
late such decisions into health-supportiVe behavior patterne and 
life styles. Health education laay also_^ve as its gj^al the -re- 
ductioa of the costs of health ser^/ices and nore appropriate use 
of such services and the resolution * of contnunity Maltn pr^pxens 

Purpose 'of this Report ' . ' ' 

"The purpose of^this report is to outline ways ih which 
health educati<fn strategies can be developed withm an 
ambulatory care center and. how €hey -can be implemented so 
as 'to optimize their effectiveness and efficiency. It 
"should be noted that," depending pn the. nature o^ the problem 
and its causes, any .one or more of 'a variety of Wroach^s 
nby- be -indicated. To illustrate, in relation ^^^^^^P^^Jj;, . 
of appointment breaking, steps to be taken .may be ad^nistrative 
manaSrial, e.g. c^angihg clinic hours, ^P^^^^?,,);? P^^f . 
flow; , they may be in the area of person^nel attitudes and 
beha.vior, e.g. training personnel ip how to make patients . 
feel more at ease;* or, they-aay^i^ in the realm of patieht 
elScation; e.g. improvement of st;af f-patient communication, 
paying more attention to the individual patient 's Personal 
difficulties in keeping appointmlnts . This guide to health 
education programming deals with the diagnosis of the 
Unaerlying causes-, whatever these may be, but also focuses ^ 
on some educational solutions to such .problems 

Many of the prpcedures suggested can be introduced into a • 
cSe setting without any or at least without more than very 
modest investujent of additional resources and yet may yield 
considerable and tangible results. Others may require 

■ extra funds and manpp^rer. Generally, increments in the 
investment of ' efforts and resources, are likely to result m 
greater returns, especially if they are i'ljitiated not on an 
ad-hoc and fragmented basis, but m a -systematic, coorainated 

■ "manner ' and' ' a rev rn€egr"St'6g"iKtcr •the-totari"Operatn5n"Oi--fefte- 

care center - a point that cannot be stressed enough. 
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Scope, of the Reptort ' 

Th©, report identifies and discusses several of the- most 
important opportunities for consumer health education 
within an ambulatory care setting, .^t does so by tcacing the 
cbnsumer through four aspects 'of the center's c^rhgram. ' 

1. Recruitment of the consumer into the center , 

2. Proper utilization of- the center's resources 

3. Prevention of illness 

4. * Treatment of Olness which does -occur by adherence - 
* to 'a medical regimen 

The report begins with a description of the use of a program " 
planning model for health education programs (Section I). 
Those already skilled in. using such a model may wish to aklp . 
this section and go directly to the individual -sections 
(Section II-V) dealing with recruitment, utilization,'- 
prevention, and adherence. Within each of th^se sections, the 
major elements -of the problems are analyzed and suggestions 
made concerning program strategies designed to deal with them. 
An outline of adpu.ni strati ve issues inherent in. health • ' 

education program is included, in Section .VI followed by a - 
summary (Section VII) ' outlining the basic health education' 
principles applicable to all programs in Ambulatory care 
centers. This report can only highlight the most iim>or£ant 
elements of programs in these settings. For those who wish 
additronal information, an annotated bibliography (Section VIII) 
has also been included. . - 

\ 
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Section I 

Hea-lth Education- Prograun Planning Model 



All- types of educationajL experiences take place In ambulatory 
cafe .centers , and many are" adequate io meet the needs of ' 
thp health consximer. It is much more likely,, however, "that 
the majority of the jeducational experiences which should taJce 
place do not; and, in jpsuiy cases what the coi?feumer does Jearn 
may be ^aetriroenta]^ to his .health and the -functioning of the 
center. ^Patients, for example, quickly learn' to avoid - 
extended waiting times, often in. ways which wreak havoc upon 
the entire scheduling system. Lack of understanding or 
disrespect on t;he part of staff is perceived quickly and may 
.result in drop-ottts or the withholding of in?>ortant information. 
Since the acquisition of new knowledge or the reinforcement 
of previotis lesuming takes place during every encounter with 
the health care provider, health education programs must 
reduce the amount' of undesirable learning which takes place 
while ensuring that all opportunitiea for desired learning 
are uti-lized. . • • , . t . ^ * 

Unplanned, .haphazeurd educationea experiences do not ensure 
tha^' learning teikes place or that an environment is created 
which" is coiiducive to changing negative or reenforcing positive 
health behavior. Pxurtherroore , evaluation intermittent 
and unplanned efforts is difficult and does not provide ■ 
gbod data on the program's continiidLng effectiveness. A 
plaimed and systematic approach to the development of a 
Ijealth education progtam enstirep examination, of the many 
^alternatives avedlable and results' in a ropre rational 
allocation of resources and a higher probability of success. 

^The program planning model desdribed below provides a framework 
Within which effective prograjtf development can occur. Because 
tjiis model is likely ,to be familiar to those already involved 
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in the development and Implementation of J«alth programs, 
they may wish to skip this c3i,scussion and go directly to '^\^ 
the materials which they can utilize in Sections II to, V, 
'There axe nine basic steps in the development of anyNhealth, 



education program: 



1. Development of support for health education, 

2. Designation of one individual responsible for the 
program . ^ . ' • ' 

3. Identification of major tiealth proble&s 

4. Behavioral diagnosis 
5* Setting^ priorities 

6. Development of goais and objectives 

?♦ Development of the program strategy , • 

8. Implementation ^ * ■ 

9. Evaluation 



Step 1 - Development 'of Support for Health Education 

.1 • ' ■ '. ■ * 

Tfie development of suppx^rt for health educaHon as an 
integral con5>onent. Of the ambulatory -care center's services 
is essential. This support may develop because of 

. contSfct with otlief programs, .the cxirrent literature, 
requirements imposed by funding sources r training programs, 
or the general heightened -Awareness of its importance 
among healttv care providers. Many health education program? 
begin as th^ idea of one individual. Successful implementation 
of the ideal however, depends upon that individual's ability 
to convince Others, especially the community, of its worth 
and thrdu^h th^ to mobilize the necessary resources-^, such as, 

.public schools, voluntary agencies, and other community agencies 



Ignorance concerning , the poteittial of health education 
prograins and general apdthy concerning their inrolejoeptStion 
are two .major obstacles which must* be overcome or their 
negative effects lessened. Individuals and isntire institutions, 
often feel threatened by new ^Rpogram initiatives which are 
likely to modify or in 8omg;jMses significantly^ change 
their method of opera*ticn.^ Therefore/ anyone interested 
in developing health education programs must be able to 
, identify rather quickly potential grpups of support or ' . 
resistance among staff > governing structure, consumers and" ' 
other organizations and to develop strategies to increase' 
their interest/ obtain their active support, or minimize . 
the effe'cts of their resistance. These strategies .will, 
most pjrobably be a mix of information-giviijg; Community 
orgemization/ politics/ public re^ationa, and education and 
will be directed at those with the Txwer and*aujthority to 
make critical program 'decisions, those who will reinforce 
these decisions/ and*those who will* inclement the program.^ 
The following recommenqL^tions may prove helpful. 

a. Optimum ej^qttional programming should be the overall 
goal.* Trie 5iost efficient, way to reach this gpal is* 
to ensure thavall staff numbers learn to provide the 
best possibl^i^ health, educa'tion experiences given 
their partic\;^ar cp:uties and skills. Contj^nuing 
assurances that;-the ptograjn is designed to help them 
car^ out their resf>onsibllities more efficiently and 
effectively, not to eliminate them t>r to unduly 

• , interfere/ are often essential. 

b. Strategies for gaining support must be develo'ped on the 
iasis of the staff *s need^ as they perceive them with 
an ^nphasis on the use of^ health education as a problem 
solving technique.. Appropriate non-threatening 
situations -should be u^ed to identify problems which 

are amenable to educational interventions. Administrators 
fpr example/ may be interested because of problems 
they are having with rising cost's/ patient dissatisfaction 
overutilization, or funding rggtiirements • \Physicians 

may be inte^^ested in problems of cott^Jii^ce Hith 

regimen/ the use of preventive health roeastires/ mal- 
^ practicp/ and issues of infonited consent. The 

^^^^ "Xec^fcioni^fe-OF-appai^^ta^^ . * - 

learn how to hcindle phone requests or to 'decrease the 
number of walk-ins and broken appointments. 
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' Following identification of their interests, they 
should receive" infonaation concerning possible 
solutions-, ncrtification of training .sessions or 
worKshops on these issu.es,. and other available resource^. - 
Physicians, nurses> outrea^A workers, and pharmacists, . 
in particular, should receive copies of recent 
article? describihg their roles in health education. 

c. " Curr^t interest in" health education should be « 

■ maximized by publicizing efforts suqh as the national 
health' education -legialatioh , -the ^owth in • - 

reimburseioent systems for health edxication^ and the 
increased *in?>ortance of preventive services. 

d. Efforts to develop, buy, or ojtherwise provide 
materials' 6\jch as pamphletSs and audiovisuals should, 
be .discouraged unless a need for them has been 
identified after a careful assessment of current 

* ' resources and develojOTent of specific goals and 
\ objectives. • ' 
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at-^ p 2 ^. Desionzttion of one individual, with pri mary . 
• - ^es^onaibilit^^ for' the overall pla n ning and -implementation 
. ftf tk& health education program 

- ' Although^ many -individuals will be involved, in thei development. 
. -ofcthe health education program, one in4ividual, the 

Educational Specialist, should be given the responsibility 
and authority for the overall program.- In large programs 
t ■ there may be many persons. who could function in this capacity 
™— -Stte-fH^ina«ri>rogra^ -of^« fiplits-his . 

time ambng other activities. . ' 
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Raurely should this individual be involved in actual patient 
teaching unless the staff is 50 small that no one else is 
available. Instead, his responsibility should be to , V 
provide whatever siJpport is necessary tp ensure that: all 
othexfS involved in delivering ambulatory care are providing 
the best possible positive learning experiences to their 
patients, 'family emd the coramunity-at-4arge • Therefore, it 
is essei;itial that the position^ of Educational Specialist be 
placed' ?it. a level within the organization's structure which 
cuts a^cross all program lines and which ensures the power 
"and authority to effect changes in all the educational 
components of the clinic. The. best arrangement is one in ' 
which the Specialist serves as an assistant to th^ Executive 
Director* The J.east effective is the- placement of. a Division 
of Health Education within a separate depar-tment "such as 
sdcial services or nursing* Placement of the position 
at a high level within the organization chart helps to 
minimize the friction which occurs , when one parallel unit 
attenqpts to direct th^e activities pf another. ^ 

The Speciadist Shouia^ possess certain skills. The following 
ig a list developed for use in an HhK) setting but it is 
equally applicable to other ambulatory care centers. 

a. "up^to-date knowledge of learning theory and practice 
particularly ais applied to adult learning ' 

b. . cietailed knowledge of and experience with groijp 

' process methods and the principles of group dynamics 
in various types of educational settings 

c» current knowledge of educational technology such 
as the selection and use of programmed instruction, 
audio-visual aids and devices, etc. 

d. -current knowledge, and preferably actual experience 
with the application of various behavior change 
strategies emd methods..., 

e. skill in written and oral^ communications .. . - 

i of*^ medical care..*, 

,w g. manage'rial skills' 

h. ima^ of oneself as competent, flexible, persistent, 
and possessing originality."? 



No degy^ee re<juireroenta ehsur.e that an indi^J^idual possesses 
.such skills* Iridi^riduals, who have had training emd/or' 
experience in education/ Jiealth delivery and manageroent/ 
.However/ ' are likely candidates,, in particular/^ -those 
with training or exE>erience dn health education/ nursing/ 
so<?ial work/ or coinmunity orgainlzation* • 

The remaining steps should l>e t£pceh in developing all leyels 
of the program/ from the overall plan for the. entire institution 
to the activities devisloped fo^ one particular patient. The ^ 
degree and type of detail vrtiich is needed will depend upon th'e 
indi^vidual' problem which is being addressed* ' 



step 3 - Identification" of Major Health ProbleniB 

No matter how small or larjge the scope of center activity, ^ 
specific problems which adversely affect the health status ^ 
of current or potential consumers of the center's services 
must be ^identified through a broad" system of analysis. 
If attemptfl are not made to examine all problems initially / 
then the program development process will cjuickly fcx:us 
on too narrow or inappropriate a. strategy* This is especially 
true in hefalth e<?ucation programs where the temptation Ifi 
Reconduct a very^ limited analysis followed. by the use of 
' a very narrow selection of eeisily avadlable materials/ 
e*g* a film/ p2ut?>hlet4. A wide-ranging examination process 
ensures identificfiation of the many and coir?>lex elements .of ^ 
what at first 'glance may appear to be a very sinple problem 

Unfortunately / -^n very few in6t2mces <3o providers, or consumers 
have the luxury of actually examining all the problems which 
adversely ^fect the consumer's healths Although all centers . 
should strive to provide opportunities' for broad problem 
emalysis*, any ntunber of constraints restrict the centet's' 
ability to eoncentralie on the real, needs of the consumers. 
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step 4 - Behavioral Dlagnosls^ ^ * , ' * ' ^ 

Each pxoble;n id^ntified^ in the 'previous step must be analyzed 
on the basis of the individual behavior patterns which 
encourage or inhibit its resolution. The behavior may be 
. that of the *c'onSumer, the 'provider^ or others who have ^ . • 

significant impaction the problem^ ^ * 

.The first objective* is to determine the psychological,*^ 
social, cultural, economic/ educational, demographic and 
-environmental fipterminants of the behavior • \ Many of such 
characteristics are important for analysis bub cannot be 
changed, e.g. sex,'age^; economic status. However,' the 
behaviors which tend* to aripe as a result of these factors ' 
are, a proper subject, for aiiali^sis. 

The second objective is. to identify^ those determihants . . 

which «ould most read^-ly be utilized to promote or xeinforce 

desirable ^behavior or discourage undesirable behavior . For 
. exan^Jle^ environmental factors such as clinic hours, 

availability. of certain services and bthe? may be changed 
I easily compated to changing/an indivi^Jual ' s lifestyle. 

/ Several tools are available to determine variables 
-^affecting personal* hfealth behavior. * A social science 
framework which could be utilized, the health belief model, 
refers to these variables as'^ modifying, factors of health • 
behavior and divides them iato categories such as detnographic , 
socio-psychological, and structural. ' Another system nf 
analyso^s developed for use in artbulatory care sett^ings'^ has 
been .adapted for "use dn health education programming, 8 - This * 
system classifies factors whi,ch contribute to;.behavior as 
predisposing, reinforcing and enabling. ^ 

Predisposing factors are "those social an^ psychological 
fq.rces that tfause an individual or 'group to want to take 
or not teOce the action in question. -They include: 
9oeio-d6inographic -corfcfilates, including age, sex, education, 
taarital status, fam£ly)si2^e, race, and religion ;9-'SOcio- 

. psychological correlates including health beliefs and 
^ attitudes knowledge .and sources of health care information, \ 
perceived susceptibility, seriousness, chancfe of recovery, 
p^ychologipal readiness, psychological .and- structural stresses ' 
(including' fedr, an^ciety, social isolation,, emd powerlessness) ; 

. and, .previous health behavior. ^ • y - 
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Enabling faetoirs determine the "availability aiid accessibility 
of specific resources necessary to take the beVavior irt . . , 
question.."^ These include >economi6 correlates *such as ^, 
occupatifon, income, cost of servi^s, an^ coverage? organizational, 
corxelates* such as group practices or ^comprehensive healt*^ 
services; 'and^availability of care, which may include c J ' 
hours., transportation^ or g,eographic location* V ' ^ ^ ■ 

-Reinforcing .factors are ."those influences over^ which a ^health 
professional or the staff of an agency have soine cof^trol in " 
determining 'Whether given action on the par€ of the patient 
or consumer population is rewarded or purflLshed."^ Included 
is an analysis of the behavior and attitudes of the -providers , 

Additional information concerning use of these social , science 
toolb is included in the references cited*, abov^. 



■ step 5 •' Setting Prtoitleg ^ • . .- 

~~ M'Eer ^ii^'maf5t~'pr(^^mB have been-^derrtiffed - ani^ - - 

"behavioral diagnp^is completed, a ^o.step process of 
elimination must take place. First, all those problems , • . 

over which the center with its many resources has no control 
are eliminated. Second, all those problems for which, on 

■^:^e basis of . the b^st medical expertise, there are no 
•ignificant behavioral eleinents are eliminated. . , 

- • ' , . ' • I ' » " ^ 

This process does not mean that the problems whi^h' have been 
eliminated a'^e any less important, only that th^ are outside 
the scope. of^ health education program of the center. . It is • 
.particvilarly "difficult to delinedte the extent' of the role *hich 
the healiJi education program should assume in' attempting to 
change behaviors of tho^e outside the center/ in particular, efforts, 
at comi^unity developme^^t and organization. Behaviors may. mean not 
just' those of sSe- center stclff and consumers but those others who 
ha^e ^significant .impact upon their health status. Community- prtob- _ 
Clems''' such as environmental or hbusing problems require an- apJproach 
yinwfeich the center, must involve itself in achieving organized 
coininunity effort. to seek, solutions. , 



Following this elindnatiorv--pi^ceduiref the prqblems must 
beiranked numerically. The criteria for est?±rlishing. the- 
priori ti^s should be developed jointly by providers and 
cons tgn6rf .arid should be 'based , not just on knovm contraints^ 
such as financing and staff but 'also, uppn the importance . 
of the problem/ its severity/- ^d* frequ^ncyr. ' I 
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Step 6 - Development of Goalg and Objectives - ^ 

Based on' the behavior whiph is *o be changed- or. reijxforced/ 
goals and objectives are established for the total 'prograim 
and each* of its individual activities. Goals ar6 statements 
of broad direction. They are "general * and timeless / that 
iS/ not concerned with a specific achievement within a ' 
specif ifed time frame" ""and they- provide no criteria for 
measurement' or evaluation. Ah ^xait5>le of a goal for a' - 
recruitment progrcon tnight be: *to recruit more ind;Lvidtxals 
into ,the center in order to provide th^ with comprehensive 
care and to prcJVide a firm* financial basis for the denter. 
Objectives are "roorre specific/ more d&tinite, desited 
accion5>lishments which can be measured ^thin a given time 
freuue." The #achi,evement of an objective "advances the system 
toward a corresponding goal." Objectives mxjst "support and 
contripute" to the achievement of the goals. Objectives 
must include whO/ what/ when and measurement criteria. 2 
Anv example of an objective might be as follows: within 
six*^monthS/ the toothers / fathers/ babysitters / or others 
responsible for the health of children' ageg birth to 10 
y^ars of age' living ;£n census tract XX bounded by fflm and 
Oak and 1st and 32nrd Streets will bring ^50% of those children 
into the, clinic , for screening services. TJhis objective 
V^rill be achieved, by staff outreach within the schools and by 
.initiating a door-to-doox campaign. Results' will be measured 
by comparisons of the/number of children within this age 
group living in the 'census tract and the number^of children 
who receive screening services within. the six month period. 



S6ep 7 - Development of the Program Strategy 

Thfe. porograin strategy determines how and where ^ objectives, 
will be met. Creativity is most iiftportant' at this step, 
and care should be 'taken to promote an atmosphere in which 
individuals will be willing to exchange, ideas freely and . 
to propose approaches they; feel will.work, no matter how ' 
unorthodox. Including a mix pf cons umelrs . and providers is 
especially important because their differing perspectives . 
,are more likely -to resul-t in the identrf ication of a 'variety 
of pos&ible approaches. 

As a minimum, a written plan^ should be developed which 
includes the elements listed bplow. 

1"/^ If necessary, a more detailed definition of the 
V # educational element or mess-age." Often the ultimate 
- decision as to content is a negotfiated one based on 
the best of differing medical opinions. V/hatever 
' decision is made, the message should become standard 
) throughout the clinic. Conflicting messages, from 

whatever source, may so confuse the consumer that 
tfiey ignore them all. 

2. Provisions for examining the current research and 
experiences of' others through the literature, the 
use of consultants , or contacts with personnel in 
other similar programs, ^ 

3. Detailed descriptions of educational techniques 
such as individual counseling, mass media, and 
group discussions. Each approaqh must be evaluated 
on th6 basis of , i,ts effectiveness, efficiency, 
adequacy and appropriateness . 2 , 13 

4* -V Compilation of tesources needed and an inventory of 
resources availcible from within and from outsdd^ the 
center includini^ training resources, manpower, 

gm printed materials, audio-visuals, equipment, 9pace, 
and a,ctual d<3llarS. 

5. An analysis of the major constraints' and possible ^ 
methods to either neutralize or otherwise overcome 
^ -their effects. Special attention should be given 
to staff resistance and support although political 
considerations may warramt deleting this discussion 
from thQ written plan. 
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6. Detailed, approved budget vrttich is adequate to . 
implement .activities. , ^ 

— • 

7. Provisions^ for the preparation of needed materials 

cind the pretesting of both materials and techniques » 
utilizing^^epres^tatives of the intended audience., 

8. Mechanisms' for the continuing involvement of consumers ^ - 
in th^ plcuinihg 'and ^n^lementation stage. , ^ 

9. An assessment of the nxilnber and types of * manpower • 

, required including 4' description of the teaun approach 

which will be used.^ 

10. A tdLme schedule .which nptes each step which is to 

' be taken, the Individual responsible, and the time 
required including approximate start and finish 
dates. . 

'T1. Provisions for shorts-term monitoring and long-term' 



evaluatiqi)/ " J 



Step 8 - Implementation ^ " ' • 

Based pn the"^ program .pr^, the health education activities 
are ic^lemented^ .Successful iii5>leioentation is more likely 
to occur if: . - ' - 

1. staff members^ havis a clear un<^rst2Uiding of the 
progratm; ' 

^ 2* have xepeived training and axe capable of . 

' ' carrying out th,eir individual responsibilities; 1( 
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3. they a:r§ willing to carry out their responsibilities; 

4. the -materials and equipment which are required are 
' <'avail2d5le? • • 

^ . 5.' the center is organized to implement successfully 
the new activities ; and . . • • ^ 

6y management -ski lis are adequate to ensure implementation 



Step 9 - Bvaixaation 

An evalusttion con?>onent i^ neges^ry to determine the 

effectiveness- of the program in actually atitaining the 

goals and objectives which, have been established. It provides 

a description of .what has been done and provides the basis 

for selecting alternative strategies i-n th« future as 

well as a loechanism for demonstrating success; which can in 

turn provide justification for continued and expanded support. 

No natter hoW limited the evaluation resources (data, skilled 
staff, or money) some effort 'Should made to provide for 
ptogram-wide evaluation as well as ongoing monitoring 
of specific activities. Day-to-day monitoring of the program 
is most likely to foctis on the injAits or the pjfocess whi^;h 
is. taking place and can begin inmediately. ExamEJ16s inc^lude • 
■ supervision of staff -to ensure that ekch is carrying out 
his duties, checks on the use pf certain materials, and • 
measuring the' degree of participation by consumers in certain 
activities. 



■ r 17 



17 



Progrcim-wide evaluation, on the other hand, focuses on the 
outputs of the total program and-,^ in -particular , behavior 
chfimge ,i^ that is indeed the goal. It should not be attempted 

j|until the total prograun is operational^ thus allowing for 

^9^eater accuracy a3\d for successful testing of specific 
elements within the context of the total program. Progreim 
evaluation, therefore may not take place before the 2-5 year 
period reqxiired to make programs totally operational. ^Evaluation 
has been defined as "the .comparison of an object of interest 
against a standard of acceptability • The fundamental 
components of evaluation are: "(1) the isolation of an 
object of interest; (2) Comparison/ and (3) the selection 
of a standard by which the comparison will be judged acceptable - 
or unacceptab^r^ . ^ As applied to th^ goals, cind objectives 
developed for the health. education activities, this definition 
regxiijres the goal or objective to have an object of interestf- 
the activity or behavior chamge which -is to take place. A 
standard refers to the eonount of change which is tp take 
plkce and the methodologies used for measurement provide 
the tools for coi^arison. The development of the evaluation 

" plan in the context of ^ the total program plaji provides a 
useful check on the feasibility of certain gosils and objectives. 
Some prograon objectives such as those which deal with adherence 
to regimen acre easily evaluated others such a%. those which 
measure changes in a community are more difficult. Difficulties 

.encountered in identifying the object of interest, method 

of cpn?>arison or .stacnd^ard^cff etcCe?t a bii±ty--may"- indi c ate - 

that goals and objectives are hot feasible and should be : . 
redefine"d. 
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The sections wl||ch follow provide examples ir; which certain 
elements of the" program planning model, tn particular, the 
identification of elements to be considered in ,the development 
of the he^ilth edil^cation program^ and the devel^iRent of 
specific program strategies , are .applied tp^he foiir maj^r 
opportunities fox health education outlitt^ previously: 



1 • Recruitment t>f the consi 



-nto the center 



Proper utilisJation 0f the center's resources by 



consumer 



Prevention of /Illness 



of illttess which does occur by adherence 
to a medical regimen . 
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Section II 



Recruitment 



The sucqess of an a&bulatory cai^^enter can be measured in 
part by its Ability to deliver reasoii^ly priced, high quality' 
care to a significant portion of the" population which has 
jdemo n strated a need for such care. Recruitment 2a)d retention 
of patients is crucial to tl^e growth^ and .development of an 
atobiilatory hecilth ^re system/ regardless of its organizational 
structiire or form of - su^oa^t^' Hbatever. the method ^f'paymen^^^^ 
'{pre-paid^ fee-for-service, third-party reimbursement, of a\. 
combination of these) , tmder-enrollment results in inef f icieii^ 
utilization and ultimately insufficient income to meet overhead 
and , operatdlng expenses. , 

The relationshop between health education programs and recru- 
itment efforts has been encouraged only recently. In Edition, 
with the growth of fede;:al 'fimding of health programs and the 
es^hasis on prepaid systems in particular, health education . 
staffs have been assigned responsibility to implMfiant publip^ 
relations and marketing campaigns . 

"Pxiblic relations is a management function which evaluates 

public attitudej^, identifies the policies and procedures. 

of am« * .organization with the public interest, atnd plaQs 

amd executes a program of action to gain public understanding* 

and. acceptance Its ultimate* goal is the realization of 

a profit* Health educatioiX/ on tiie other hand, is concerned ^ 

with increasing knowledge and developing positive feelings 

and behavior about health. It is a protJess by which individuals 

develop habits which enable them to take a J.arger degree of 

responsibilii^ for their ojfn health. 
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The goal of health education in recruitioent efforts should 
be to blend the techniques of health education and marketing 
in order to best S^rve the needs of the consumer. The 
health education staff should be involved in all aspects of 
the recruitment efforts which have behavioral amd educational 
aspects. They must be particularly adept at' ensuring that: 

the techniques used for enrollment are not coercive; 

the message used for recruitment and the recility of 
the center situation are consistent throughout 
(messages should not "be coi?tradictory or promise 
services that are not available) ; and, 

techniques are developed utilizing the best principles 
• of learning and communication theory and include * 

active consumer pe^rticipation . ' 

" Recruitment efforts face several problems, the most obvious 
being the p<:^tential consumer's lack of knowledge about the 
availaibility of seirvices. Equally in^^ortamt ,is the situation, 
in which consumers know about the ^center but, do not 
enroll because they do .not believe that it provides high 
quality care. They may have heard negative coinments about 
the physical appearance or the mauiner in which patients are 

^ treat ed. ^ If this is_^^^ ^^^Ith education program , 

'should be r e c te d n b t o nly at consumers but also at changing 
the behavior of the providers. ^^ 

Recruitment problems may also arise when techniques are 
selected. which are inappropriate because they are not sensitive 
- to a Vjariety of potential target -populations. This may occur 
because pf^ differing perceptions of providers and consumers 
due in part to their diverse educational and socio-economic 
backgrounds. Meaningful consumer participation, which could^^ 
aid in better defining the types, of approaches effective witli ^ 
particular target groups, id difficult to obtain and sustain. 
Advertising may also be a problem because of the imitations 
. iir5>osed by the Americam Medical Association's Code of Ethics 
and by individual physician reluctance*, to publicizing their 
services .2 \ 
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Elements to be Considered ^in the Development of a Recrultipent 
Strategy r ~ ' ^ ^ 

* 

Marketing efforts involve seven factors: contract negotiations, 
target population, product, prices, place, promotion, and 
enrollments^ The following, is a discussion of ^ one element 
of marketing, the reciniitment or promotion activity* . 

^e first step in developing a recrviitment Strategy is^o 
gather suitaible data concerning what the potential consumers 
perceive to be barriers to obtaining serviceB as well as those 
that are irfdeed barriers The more meainingful the analysis ./ 
of those elements which inhibit or support the desired behavior, 
enrolljft^nt 'in the center, the more likely it is that successful 
^recruitment strategies will be selected. The^ following are 
'exan5)les of the types of information which may be useful. . , 
They are not intended to provide more than a sc^itpling of the I 
types of ^ata which a health education administrator may \Jis^^^^* 
to obtain. Additional sources of information cfan be obtained' . 
by consulting the Annotated Bibliogritphy (Section VIII)' 
or by pursuing the specific topiq within the behavioral 
science literajbure. 



A- Jiecepfei-vi-fey - 



Heceptivity to using, the center may be measured by 
obtaihing information such as the following^rom potential 
consumers:. 

- benefits and costs of the health* services they 
now use; 

f - vrtiat they like or# dislike about those services; 

* • additional services which they need but which are 

. ^ not now provided; 

• ' - vrtiat they know already eUDOut the center; 

^ *^ - ' vrtiat conditions would* cause them to stop using the 

other health servi-ce^ and fetart using those 'of the 
center; and 

.1 , obstacles to using the center.^ . ^ ' ' 

Oth^er elements which must be taken into consideration 
'include: their perceptions concerning accessibility 
of servi&es^ although few if any studies have shown 

Er|c ' ."23 
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tfeis to be a direct link to enrollinentj; attractivenWs^ 
of the facilities; trcuisportation; costs; 5uid their Z 
skepticism concerning the experimental nature of ,new 
prograuns. • ' 

Adoption of a New Behavibk' by ctn Indi^rfdual 



In order for individuals to adopt a new behavior « 
such as enrolling in. the center, evidence indicates 
^ that' they often proceed .through a 5-step process which 
ILjicludes (1) initial awareness, (2) interest in receiving 
additional information, (3) ' individual evaluation of 
tixe positive and negative consequences, (4) trial/ and 
(5) adoption. 5 Thus, information might be gathered" 
to determine which potential consumera-are at what 
sta-ges in their acceptance of the health center, based 
oh their:, ^ 

awareness of the existence of the center; 

interest in and need for the center's services; 

inc^ividual evaluation of the positive and negative 
con^querices resulting in *a deoision to try the center i 



:ilOTt±oir-o*^l*e centngr*"r F^YViife^ oh a triaX^ 
b^is; amd, 

'satisfaction or dissati'sf action- and consequent 
acceptance or rejection of the future use of the 
center;^ ^ , ^ ^ 

Such an analysis has particular relevance in the selection 
of educational te'chnoTques toNbe used^ For example, i'f it is 
determined that, individuals are not yet aware of the center's 
services then the appropria^te educational approaches would 
be public information techniques such as mass media, mail- 
ings,^ exhibits, 'and large grpyip meetings. On the other 
hand, if they are already aware of the center,. the re- 
cruitment effort should focus on increasing their ^ interest 
by providing more specific. information through the use of 
small' group discussions cind one-to one contacts*^ 

Community Adot>tioh of a New, Behaviof ^ ^ 

Studies-Vindicate that a new idea or behavior such as 
enrolling in a health center is -first adopted by a 
group of innovators within a given group* They are 
followed in order by (1) aarly adopters, (2) an early 
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part of the majority tl^e"p6pul4ticm, (3J'a late 
portion of the majority and finally by^ (4) .laggards 
or non- adopters. 5 ^ TJie initial users pf the .center 
will be the innovators aijd early adbptejfs who, because ' 
of their I readiness/ will be qiiick to* respond to piablic 
infopaation programs utilizing mass media approaches. 
Early adopters often have more education ' and, more ^ 
»outi^de contacts Nth^^n the group average / have traveled 
widely, and etre mo^e independent of their society; put a 
high value on efficiency^ and science;- are sources of 
information for the group* because they have adopted a 
particular practice; and/ are viewed ais, leaders by 
their group'. 4' * , ^ ' ' " 

These persons are essential to recruitment efforts ' 
because they influence the majority and cam in turn 
provide information to the staff concerning wh,at Is 
most acceptable to the majority. Recruitment effojrts 
must necessarily Ijdentify community leaders and opinion 
makers in order to atteit5)t to influence, these persons 
before addressing the' more general -target population. 

Other. Individuals 

The many other individuals who^ influence a decision;^ 
^tD WS^the health center sKoulTT>T^^[enOTIe'^ 
famiiy'^iMmbersr Women are responsible for providing ^ 
many of-^^he health fvmctions within a family setting; 
therefore/ information on forces 'which influence a 
woman's -decision concerning health \:are a^re 'particularly^ 
relevamt. 

Consumer behavior is dependent to a great extent on the 
positive reinforcement which they receive from providej^s. 
A good recruitment campaign, nmst also focus on provider 
Behavior which discourages use. ^Therefore/ infonfiafeion 
should be gathered concerning provider attitudes as well 
as any impersonal treatment or abrupt- and rude behavior 
directed at patients. . Some of this mate^rial will be 
obtained' throu^ i66nsumer surveys but. much will be detected 
through feedback from patients direct observation. ' 

Sources of Data . * ^ 

A' certain amavint of '^reliable information is usually^* 
already available within a community concerning demographic 
characteristics/ morbidity and mortality statistics/ ✓ ' 
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health knowledge, attitudes and pii^fctices, and consumer 
expectations and interests. Sciurc^s of thi's information 
include .census data/ health department records, city 
ana county planning departments, teleph^Jie^books 
(for information 6n the location of other Health 
resources) , universities (for special studies they may 
have conducted) , local ^nd state consumer organizations 
V which may have studied health issues > model cities studies 
and statistics collected by other health providers. 7 

If the available data are i\ot adequate, it may be 
necessary to undertake surveys to determine consumer 
awareness and, interest in the center, negative and 
positive preceptions, and the readiness of the community 
to accept a change fin the way in which health services 
^re delivered-; r 



Recruitment Strategies 



Baised on the behayiora^L elements which are identified/ 
priorities among potential target groups are set/ specific 
•goals and individual objectives are established/ and the 
appropriate activities are selected. A mix of activities 
should be provided which repeat and reinforce the basic 
message^which is being ^use'd to attract the consumers. 

A. Activities 

The following are possible' approaches which have been 
utilized successf\illy . ^ ^ 

I4 Intet-Personal Contact 

^jEnter-Person^l contact is the most effective method 
"of persuading individuals to accept a new behavior 
• whether it be through contacts with a health provider 
or-^ member of one's faimily/ peer group/ etc.* Word-of- 
mouth communications are particularly effective in 



promoting adoption of a new behavior."'^ Althojagh 
one-to-one contact iB an expensive method it may - 
be necessary if it is difficult to <;onvince persons 
to use the center 03? if it is hard to define the 
target population. The use of indigenouB female 
feurdly health (outreach) worker^ to provide one-to-? 
one contact has been particularly successful and 
M effective as those approaches utilizing more . 
higftly trained and highly paid health personnel. 8 



Distribution of Liter^^ture 

Local businesses such as grocery stores, supermarkets./ 
doctors' offices J hospital emergency rooms / 
government buildings such as uost offices arfd 
local public assistance offices, and unions and 
ci^ic/ ireligidus, .social, and recreational^^gsmizations 
all could, be- used to distribute. peun^hlets ^nd 
brochures informing potential, consumers of. the 
available services. Since /particular target 
populations should_alreadyr have been identified, 

, flyers, could, be enclosed in mailings to specific 
population grdii5>s. All materials must be written 
in the language, and -at the . educational level of the 
intended audience. A-self-ad^essed return postcard 
can be included tq allow the individual to ask for 

pmore information. ^ 

Mass Media' ' • ' . . 
* \ ' ¥ 

Cbmmunity ne\repapers and local radio and TV public 
service programs should be utilized although tjiere 
may be difficulties if this is cpnsidere^d advertising.^ 
Studies indicate tjiat mass media' Campaigns 'and general 
literature 'distribution are effective if the plan 
bein^ promoted is' new' and not generally known 
within 'the community. 3 The cost of. mass media may 
be -great; therefore, great care 'should be taken to 
*dfevelo^ the most effective approach possible.' 
TlK)se involved in planning such activities must 
remember that mass cotamunications ar« most effective 
in bringing, abQut behavioral change when perceived 
need is 'high. . .accessibility is easy,* and when the 
messages are specific and recei^r-roriented.^ 

Grotap Contacts ^ 

Group contact methods are less costly; require ^ 
.fewer personnel; and 'are quite effective if they | , 
*can use the existing dynamicjs of €h6 peer group. ^ ^; ? 
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presentations concerning the center given 
,to civiPf school/ and church groups. Community 
resideAts who are on the staff of the center / 
outreach as well as others / should be utilized 
as ipuch, as possible duicing presentations in 
vtheir own neighborhoods; and/ groups should 

small enough to encourage open discussion. ^ > ^ 



b» • open houses held in the health care facilities/ 
which include a presentationvby a staff member/ 
general discxxssion period/ tour of the facility/ 
\ ; and refreshment^. If individual action is 
required/ for exan^le returning a postcard 
^ before attending; evidence indicates that 
• ultimate enrollment" rates are higher. 

5.' Haas Hailing 

This is^sm activity best done by established centers 
' since they can use ciirrent maiJLing lists to Inform 
* individuals about new services available. New 

oentetrs c&n^also use mailings to msike potential 

enrollees awsure df the plan and to promote its use. 

The advamtage of m?iss mai^^g is that^^t can reach 
. * almost the entire t2trget' populat^ion at minimal 

cost. 2 ; , 

Manpower ^ . 

A te^^pproach to recruitment is essential, ideally/ 
the health education staff .should coordinate all the 
recruitment efforts although this may not be cippropriate 
if there is a separate marketing' staff and they wish ^ 
to retain 'control. No matter who directs/ all staff \ 
members should be involved in soioe way; and/ all should^ 
know, the iropprtemce thfelr actions have on consximey \ 
satisfaction. The initial contact a consumer has with 
the appointments Secretary/ the physical appearance of 
the center, and the personal treatment .giveji them will 
all influence whether and how effectively they u^e the 
center 's.'Se^^ces. 

"Medical stafiTmiy be called upon to play specific roles 
in present atiqns knd demonstrations to community groups. 
The outreach staff will play a crucial role in recruiting 
those who are not reached b> other approaches because . 
they aire outside the flow of middle class message chstxinels 
or because they need additional, positive reinforcement 
and a activating influence hfiffore they will enroll. 
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Review mechamisms should be established so that .all 
new material and approached are first pretested on 
the intended target audience. The day-to-day monitoring 
of recrtiitment activities can be acc6n^)lished through 
spot checks oh staff work "isecords , counts of the ■ 
number of pan^jhlets distributaed,. discussions at staff 
meetings, and later by dociimejitation of the nitmber of 
new enrollees. 
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Section III 



Utilization 




In. appropriate t^se of ambulatory care 'facilities, incluaing 
overbtilization , . underutilization , and broken appointments ^as 
an effect on patient satis faction, ■'■'2 staff efficiency, on costs, 
and -the quality qf personal health care. Although social and 
cultural- factors" influence a E>erson's health behavior arid 
patterns of "utilizaticSn of health services, these patterns are also 
influenced by the availability of ambulatory facilities, the provision 
of comprehensive services and increased knowledge of services and 
payment mechanisms. Education concerning 'methods of utilization, rec- 
ognition of the need for and sources of proper care, and the use of 
appropriate health facility personnel may change existing patterns 
to. more, efficient ones.- . 

Identification of Mai or> -Elements of the Probl em 

A. Overutilization , , . 

■ ^ ' ^ ' 

Overutilization is evidenced by unnecessary use of 
emergency oe other services for syii5)toms which could 
be managed at hcaney initiea or return visits for 
complicationsfWhibh could have been prevented; or, 
# visits for i^i?>tom|-, which are trivial or do not require 

medical^ attention.^ Some patients are consistently identified 
' as high.utiyp^ers. For exanqpler each year 4% of the 
menijers of the Health Insurance "Plan of Greater New 
YprJc (HIP),' a Izurge prepaid group practice, 'account . 
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for 25% of the total volume of physician services and 
12% account for 50% of all services.' Naturally, the 
standard for defining overutilization is a subjective 
one and varies "depending upon the problem and the 
medical treatment required. 

. 1 . Unnecessary Use of Services \ 

' If patients are'' not knowledgeabl\5 about, their heeSh 
and* do not know th^ appropriate Response to particular 

. circumstances or s^ooptoms, they are not able to maJce 
use of health services with' maLximum efficiency.- 
Some patients view a clinic visit as the appropriate 
response to symptoms for which no action is requited 
or for which a phone call would be sufficient. For 
e.xample, evidence from one study indicated that 
when mothers were not certain of the correct responses 
to "particular symptom 'Sjjttuat ions they were ntore 
lik&iy to dveruti-lize rather than underutilize 
health resources.^ 

2. Walk-In Visits ' „ 

Walk-ih visits (patiepts arriving at the clinic 
to receive services without an appointment) 'may , 
or may not be considered an indication of inappropriate 
use of services. Depending upon the appointment system 
and the available manpower, a waik-in visit may 
' result, in longer waiting times for that individual 
~ • .or Others V The longer waiting ti'mes may then lead • 
to patient dissatisfaction and ultimately to broken 
ctppointments and non-adherence, to medical regimen. 

The major Vcir4.able which distinguishes the walk-in 
population from appointment-makers is the distance 
between the health center and their place of residence. 
Although living closer to the facility increases , 
. patient visits, it is not necessarily true that 
this results in better utilization and, in fact, 
evidence shows that a greater proportion of ^ • 

those making unscheduled visits are poor utilizers. . 



Onderutilizatlon * * • - 

Underuti;izati6n of health services , including delay 
or failure to respond ear^y to lyn^stoms , 1 0 broken 
appointments, or failure to take preventive health 
.measures, can result in serio'us illness or death 
^d incteased cost of caure. Extended delay may 
tftlimately result in hospitalization which, if the 
condition had been identified and- treated earlier, 
might have been unnecessary. Reasons for underutilization 
may be financial problems, social alienation, inconvenience 
in Obtaining care {transportation or clinic hours), 
dissatisfaction with the services, reluctance to accept 
a new type of delivery system, fear of consequences 
of the illness or its treatment, inadequate knowledge 
of syii5>toms requiring medical attention, or -lack of 
orientation of providers and consumers toward preventive 
ceure. • 

I* .Crisis Orientation .Toward Health Care 

Although the leading caiisefi 'of death In the United 
States, including coronary artery disease, en?)hysema, " 
diabetes,* cerebral vascular disease, and others, 
are conditions which develop progressively, often 
' intervention occurs only at the' time of a crisis 
J such as a heart attack, rather tiian earlier when 

prevention services, such as exercise or smoking ' * 

cessation claLsSfes, could minimize the likelihood * 
that the condition will occuf . While the consumer 
ultimately determines* whether or not to seek 

fi?*' -^^^ °^ return for a follow-up appointment, 
. providers, through t^ieir attitudes and recommendations 
ror care, influence consumer attitudes • toweird 
health and illness utiUzation patterns . 12.71 1 
if new systems offering comprehensive care and 
^.enphasizing health maintenance are available, 
^f?^^°"^ utilization pattet?ls will continue to i 
exist if consuniers and providers 'are not reoriented 
to the new systems. Resentment and frustration 
may increase if patients do not know where to go 
tor information or to lodgtf complaints or if no 
grievance p«5cedure is offdred. 
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2. Broken Appointments 

Patients vrtio do not keep appointments account for 
one^foxirth or more of clinic appointments.^ 
Appointment-breaking results^ in a lack of continuity of 
care, inefficient use of health manpowerf and- ^ 
increased costs to the center which in turn mean ^ 
. increased costs to the cbnsximers • ^ ^ ' 2 The problem 
of appointiaent breaklhg may be viewed as a cycle 
in vrtiich patient dissatisfaction leads to broken 
appointments which clinics attempt to compensate • 
for by oversched\iling# The result is increased 
patient wadting time, a major element of patient 
dissatisfaction I p which caiises more broken 
appointments.^' *° Lack of continuity of catre and 
. lack of pers6nalized care are other' causes of 
pdt'ient dissatisfaction and f^f-Strongly associated 
jd.th • appointment breaking.^'^' * ''^"^ 

Identification of Specific Factors Inflaencinc? Otlllization 
Behavior' ^ [ 

Many sociodeinographic. factors have been examined in order 
to imderstand utilization behavior, particularly ipjojgn^ 
ap^intraents, including socioeconomic status, 7 Si' ' a 
feelings of ^alienation or^oowerlessness, ^ ' age, ' ^f^il 
race, 2718/20, ZT distance, 2^ costs, 3 family stability,^'-, 
and mother's education level. Not only are conclusions 
conflicting but most of these elements sure not within the 
power of the heedth center to chemge. 

■ - 23 

Illneps level or urgency is a" major determinamt of utilization* ^ 

Patient ability to distinguish between symptoms which require 

aedicaa atttotion and those ^ich do not will determine 

whether the health system is used appropriately. Accessibility 

■ of preventive emd hezath ma in t^nance services is another 
iaportanfc element cf utilisation, one aspect of 
1»hi<A is whether consumers eu:e informed about available 

^fervices and how to use them most effectively. Other eleinents. 

%>t accessibility eiffecting patient; behavior are family • 
responsiljUi'ties, transportation , 2^ . cltoiS-hours , geographic 
Oocatitmr^flZ and waiting time^i'^'i^'^^'^e 



Clinic operations j to a lar^e extent, abcotmt for behavior 
patterns of patients. Lack of continuity of caJSQ.-^ ' and ^ 
ctepersonalization ofl servicesZ/iS fiajor problems from a 
p^tient^s "View point/ and' when these situations are is^ovedr 
positive, results include incrqMed visits for health stigervision^ 
improved 'ooH?>liance, and decreased broken appointments.^ 
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Program Strategies 



^le- following discussion, outlines seveaial strategies which 
itoy promote more desirable utilizatioribehavior. 

A. Unnecessary Use of Services 

r 

Self Care Progrcuns 

Because many conditions and treatments for ?7hich 
• people have traditionally relied on medical personnel 
could be taken care of by , the patient and family, 
educational.' programs in self-care can reduce the need 
to rely on the medical svstem and help the patient 
Ijad a^more normal- life.^ In one instance, a program 
^ich. included formal instruction on treatment, ' 
training in venipuncture, and giving a supply of 
blood to 45 hemophilia patients and their families 
reduced absenteeism frpm work by 74%, hospitalization 
days by 89%, outpatient vis-its by 76%, and health 
care costs by 45%. The study showed that highly 
trained petsonnel were not needed to perform the 
rojitxne procedures involved in treating such patients. 28 

For those conditions v^ich do require meAcal treatment, 
the amount and type of treatment needed may be 
altered through the use.fif educational techniques : 1 9 

" emergency room utilization 

by asthmatic patients was significantly reduced 
following group sessions in which patients discussed 
drSgs^29®° °^ attacks and the use of prophylactic 

- An edaca^onal program 'for patients with congestive 
• 5f failure increased patients' knowledge of their 
disease, medication, diet, and their adherence to 
medical regimen, and decreased the number of days 
patients spent in the hospital from SOlSjDefore the ■ 
project to U8 for a similar period follSwing the 
progreun."'" 

• ■ . . 

^ ' - Following instructions and concerning the. severity 
. , of post-operative pain,, including reasons for the 
pain and use of relamtion techniques to relieve 
pain, patients used significantly fewer drugs and 
were released from -the^ hospital 2.7 days earlier 
than the control group. 31 



To reduce both over utilization and underutilization 
■of medical services, it is necessary to teach individuals 
to respond appropriately to common syn^tpms f^d 
' circumstances including recognition and treatment of 
minor syn?>toms . ^ » 32 , Outside sources can be used 
for problems of overutilization by the worried well. 
A-JSferral system to appropriate . social service 
agencies could aid individuals with problems which do 
not require medical intervention. 

2. Telephone Services . - 

- One means of reducing patient visits or emergency 
room admissions is • to' develop a telephone seryice 
for medical advice. 33 The introduction of a telephone 
answering service, used in conjunction with a screening 
policy for hospital admissions for diabetic patients, 
reduced the annual admission rate by -One-half, reduced 
emergency room visits significantly, reduced 
preventable admissions such as those pron^ited by 
diabetic coma by two-thirds, and resulted in estimated 
cost savings^ of from $1.7 to $3.4»million annually. 

Walk-In Visits . . . ' 

Special educaticsrsfforts should be targeted at those 
living near the facility. Because the greatest numbef 
of walk-in visits are likely to be made by those living - 
very -close to' the center (32% of the walk-ins in one 
study lived within a single block) ,y a block party 
sponsored by the center to attract^' this population could 
be used as an opportunity to stress appropriate util;.zation. 
The impedance of scheduling appointinents could be 
emphasiled as well as the need, for- preventive ^are . 
l/repeated walk-in visitor's are identified, these 
messages could be reinforced on an individual basis, 
^e way, 'Of encouraging use of appointments is to offer ^ 
to Acort patients o.r to provide babysitting services 
if appointments are made in advance. ^ 

A^^iding qrisis^ Orientation to Health Care 



1. Hew Bnrollee Education 



r 



New enrollees to a health center ^eed to learn what 
services are available to them and how to utilize 
them most efficiently^ This may be acpoB^lished through 
open houses, orientatioh programs, booklets, and 



individualized orientation in which an intake^ person 
informs the new patient about the center and'*at the 
same 'time tries to identify the patient's special 
needs, . Written materials should be developed- 
which reinforce verbal messages and serv6 as a 
. reference ^t later ^iraes. Information should be 
presented in an attractive and readable form and 
'be available in the common languages of the patients. 
Content of the introduction to the center might 
include: ' ■ 

- explanation of the type of organization 

- telephone directory 

- clinic hotirs 

- what to in case care is needed after clinic hours 

- map which- locates- the center in relation to 

surrounding. area 

- procedure for making' appointments 

- step-by-step procedure after arrival for appointment 

- importance of being on time, keeping .appointijfents 

or, candelling if they cannot be kept t- 
" what, to <& in an emergency 

- description 'of which common syn^Jtoms and situations 
- V, reguire -medical -attention and when 

- what to do if patient becomes ill when not in the 

area 

- description of all services available 

- explemation of coverage 

- description of all levels of personnel, especially 

new types of personnel- patients may not be 
familiar with such as physician assistants, health 
aides, midwi^s, nurse practitioners 
- 'how to select and' change doctors . V 

- grievance mechanism , ' , 

- how tq become involved in policy development for the 
^ center 

~ health record^to k^p track of in^rtant health 
information^^ . - ' • 

Members jhould be apprised -qf any changes in the 
.system,^l;he addlUon 6f staff persons or nqw services, 
etc., thrdugh newsletters, leaflet^, or posters in 
the center. ' .J 

Accessibility of Care 

The center should atten5>t to remove' structural 
baiTiers which reduce accessibility of care. When 
patients break appointments or delay in seeking 



care, center personnel sbould ask, about the paJp-ent s 
particular problems, if any. with clinic availSbility 
(so that'the patient's needs cai^. be met. If it is a 
matter of difficulty "getting tCthe center, the center 
could provide a pick-up service/ make home visits when 
necessary, or provide patients with bus- tokens 
for their visit. When .the family is large, the 
center may offer to have an outreach porker stay 
with the children while the mother or faprer visits 
the center or takes another child for an/ appointment . 
The facility can organize a playroom where other 
children will be supervised during the patient s 
or sibling's appointment. Family-centered care 
could concentrate on seeing all family members in 
a single visit and hours shbuld be arranged so that 
working persons can bring their children and attend 
thenjselves during non-working, non-school hours. 

Grievance Mechemisms - . ^ 

A grievance mechanism through which patients can 
make complaints and receive information should be 
established and be given great visibility. A review 
of patient complaints should 'be made and discussed 
at staff meetings and attempts should "be made to 
eliminate causes of complaints. Responsiveness 
to complaints is impori;ant in reinforcing Patient 
influence on center policies and services. The . , 
procedure 'should be a constructive mechanism for 
- providers jwhich does not threaten them and provides 
information to h^lp staff understand reasons for 
patient dissatisfactions so that- appropriate changes 
can be made^ ' 

Providers should also 6e able to use t^he /grievance 
procedure to solve problems they have wi|h patients. 
For exampldT if a physician has a pa^ierft who is 
an overutilizer, the problem could be brought to 
the attention of the^rievance department. They- 
could take special- meastires to educate that patient 
about appropriate utilization, arrange for the 
^^patient's ehro3,lment in a self-care class, or refer 
him to a social service agency. 

orientation of Consumers to Prevent ion and Health 
Malntenamce ~ ^ 

Effort^hould be directed toward increased consumer 
orientation to preventive medicine and heialth 
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maintenance.. This should be reflected in the 
establishment of preventive ' programs and classes, - 
such as weight control, prenatal and child care, 
smoking cessation, and others at the center or other 
convenient places in the area. It is in^Jortant 
that providers dnf orm patients of these programs 
and urge their participation in them. ' ' 



N gfbken Appointments 
Reduction of broken appointments may be encouraged by: - 

- ensuring that patieiits understand the importance of 
keeping appointments oi: calling to cancel^l 

- adequate coramunicatioh of medical urgency by provider 
to consumer 

~ use of appoiritmeni: reminders such as appointment 
cards, phone. calK, or postcards. ^'^I least one 
study found remifider post cards to be more" effective 
than phone calls in reducing the broken appointment , 
rat§^* 

- increased person^ization of care including provisions 
for c6Qtiixuity.2r9,l7 Appointment assignments should 
be made' with, one particular j>hysij5±an . Provisions 
should be made to allow patients a. means of selecting 
their owfi physi-cian or health team and .assistance --^ 

. shotild be offered to aid in the Selection. ■ " ' 

- reduction of waiting time through use of, an argfmized 
system of scheduled appointments. Pron^Jtness of 
both prccviders and consumers should be en^jhasized. ''^ 

- use of. Waiting times as opportunities to present 
» brief ediScational programs •3 6, 

- explaining t6 pajbients the reasons fpr the waiting 
time."'"' — ^ 

Manpower ' • , • 

1. Training . . . " * 

Training sessions should be conducted for ^11 center 
staff to sensitize them to patient needs and problems 
affecting utilization such as the 4iBsirability of - 
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a personalized atmosphere within the center, improved 
provider-patient coitimuni cations, and increased 
sensitivity to cultural practices,^ Emphasis should . 
be placed on promoting ^>hy8ician.' acceptance of the 
active participation of other personnel in health ^ 
education and patient care as well as on the patient s 
own responsibility for self-care. 



All staff members should be made aware of the roles 
they play in - influencing patient utilization of 
the health center. They are all elements of an 
environment to which the paiCient reacts, and a 
pleasant or unpleasant experience whether it is at 
. the receptionist desk or with the physician, influences 
how the patient behaves with regard to the entire ^ 
system. 

2. Expansion of Roles ^ ^ ' ^ ■ ' 

As care changes from' an illness to a health mainteSnance 
pattern, the roles of certain personnel take on 
breater in^rtance . *• 3 For ekan5>le, in most instances, 
it is less costly and equally acceptable for the 
well-<baby to be* attended by a nurse rather than a 
• ■ physician and for the "worried well" to meet t?^^^* 
in- groups with a member of the support, staff. ' 
As staff roles are expanded" and as new^types of 

. personnel such as nurse practitioners, midwives, 
physician eissistants, and others become involved 
in delivering health care, consumers must also learn 

■ ttoe qualifications of these new types of personnel 
-*and vrtien it is appropriate to seek their services. 

Evaluation - 

^^^^^^^^^^^^^^^^^^^ 

The following are examples of inf omatioh whicA c«^n be 
utilized to dbctiment the existence of inappropriate 
utilization and to evalute the effectiveness of an 
educzttional activity. , 

3 ■ " • , ■ . 

1. Record Revi^ews » ' / 

Certain aspects of the patients '"^Slf^ of the health 
center should be recorded>on their record every 
' vipi-t so that the 'information is ^available for 
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review in order to identify utilization patterns 

create problems for the center or the patients, 
in^rmation recorded might include: . 



ntunber of visits; 

- purpose of the visit; - 
how far in the future the appoinj:ment was scheduled; 

- broken or cancelled appointments; 

lateness for scheduled apt>ointment; 

- waiting time to see the physician or othei|provider; 

- which physician, or 'other personnel the patient 
had contact with; ' fa^-xeut 

Phone-callg made by the pdtient to the provider 
or by the provi'der to the patierit and their 
^ purpose, to order a prescriptionHppointment 
. rBminde|, ^stc; and, 

- : Whether ±li^patient brought "tt^T^roper identification 
cards required by the center ^record o""^^''^^"-®^ 
.payment purposes. 

Once -^broken appointment rate is documented, an 

frogJam emphasizing the in^rtance of 
keeping; appointments xir callihg to cancel could be 

within, an identified^population. ^pt 
and broken, appointitent could be noted on. their 

-to't^rW Sr-Sr^"^ Bx,r,Yiy^ -a yearo Several approaches 
.to lowering broken appointment dould be tried at 

4*^^^ft^®'*^ groups an^d the results conmared ' 
V me^la! ® relative effectiveness of each 
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Appointment Sheets 

A review of daily appointment sheets is a quick ^ 
way to obtain infonaation on aspects of utilization 
such as whether appointments are kept and whether 
the patient arrived on time. 

Patient Complaints 

Those fiiaf f memb^ers. responsible^ for handling patient 
complaints should analyze complaints received. It 
is^ikelv that dissatisfactions expressed by 
patWts wUl reveal why and how patjgfcs are utilizing- 
Lrvices and will therefore be helpfWn identifying 
problems ftom/yhe patient's perspecti^^p:/ 

Patient Surveys 

A center should not rely solely on patient complairits 
to identify problems because many patients may 
react -fcy not returning or by breaking appointments 
ratHer than by openly expressing their dissatisfaction. 
A sttvey or questionnaire can be used to- obtain 
patien1;s' views, their satisfactions or dissatisfactions 
or difficulties they have with clinic operations. 
The survey migfet ask Questions concerning accessibility 
of the Center based on transportation proble&s 
or clinic hours; services not offered that they 
would like to have; how well they understand theiT 
coverage; and if they havS felt they had to wait too 
long to get an ap^fentment or to see a physician. ^ 

Staff Reports ^ 

Staff obsjarva^ions of patients' utilization behaviors 
are usefiiPin- identifying problemfe.^ Receptionists 
and clerks" are in particularly good positions for ^ 
. documenting these problems. They must deal, for 
example, with thfe patients who forgpt their identi- 
fication cards, and they are most-%ely to realize 
when patients have had to wait long ^bCL^ee the 
physici^ or when the patient or physician has 
-arrived late for appointments. 
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Market ln<y Data 

Information collected for marketing purposes such 
as patients' likes and dislikes about services they 
were using at the time of the marke^^ing survey and 
Obstacles to using the center can also be used as 
baseline data for evaluation purposes. 

Co3t-Btenefit Analysis 

A significant criterion of a program's desirability 
is its oost-effectiveness and, in particular/ its 
ability to reduce costs while maintaining or even 
in^oving patient health status. Cosfe should first 
be determined for the existing patterns of utilization. 
After the educational program is completed and 
con5)arable utilization data is col^^cted, total 
costs should again be calculated and then ^n^iared . 
For estsmple, evaluation after a formal instruction ■ ' 
program for hemophiliac patients and ^'eir families 
in mahageroent of bleeding problems took into 
consideration days lost €som work, which decreased 
74%; days of hospitalization, which decreased 89%; 
and number of outpatient visits, which were reduced 
76%, Another benefit not quantifiable was the 
normeaization of patient- life styles.^^ 

The cost of conducting the program should always 
be deducted from the estimated savings. A program 
aimed at reducing asthmatics' utilization 6f -an 
emergency room showed that use was r^dviced significantly. 
Furthermore, when the program costs were analyzed 
if was found that one discussion group of five or 
more patients made 10 less visits thanVould otherwise- 
have been expected. Based on a $20 cost of each visit, 
the totza savings of $200 c6n5)ared favorably to 
the $4t3-,cost of the .discussion group. 29 
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Section IV 
Prevention 



aSl2i^''?H"''^?'''.i° illness, 'disability and early death could be 

widespread adaption of preventive heaiS measure! 

2ls^S%S rA il "'-""^ individual's life when prSentive 
ffleasures could axd in- the maintenance of good health or int^ruDt 
the disease process. Early diagnosis and treatment of liSv diseases 
■ " g2e%^f Uf^°?v?f fie'J^r^".^^ ^^^"^^"^ certain h^SL'il^itr 

ventive programs have the ^tentiaf of reducing hea^?h cfre cSst? 

'^2°^ cost-benefit data gathered^fJom f va"ety of 
mtSiS3^ct'S%%^^f^|^ -^^^^ have;^gV^ 

Prevention Procprams 

Primary prevention programs are design^ to stop Ulne^s 
l?2^f„^^^'^? eliminating its caSses rathL^n by ■ ' 
l^ff^'^f* Adtivities such as anti-smoking ^ 
: planning, automobile and" water safety 

.^og^ and those emphasizing patient responsibility and 

Sr^iv prevention programs ^^size 

al^JIJ Li^^-^f^^^^" ^ diagnosis of individuals Who . , 
««?ering fArom some form of illness and include / 
^JviSlf*' ^iS?^' screening, for specific diset^s andf^ 
xndividual, periodic, medical and dental examinations. / 
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An ambttlatpry health center must be involved in both primary 
and secondary prevention programs; and, both depend to some I 
extent on the use of effective health education techniques. . 
Health education strategies are Especially i??^^^"^,^^^ 
programs doling with infectious diseases, chronic iliness, 
and certain risk factors. 

Identification of Major Opportunities for Health Education 
. Infectious Diseases 

The values of the traditional preventive programs are evidenced 
hv^hB virtual elimination of. smallpox/ polio and other 
infectious diseases through immunization programs. Widespread 
use of the vaccine deduced the average annual number of 
polio cases from 38,727 in the five years preceding introduction 
If- an effective vaccine (1950-55), to 51 cases i^^^l^f- As 
-a remit -om^dipal costs attributable to the 4^eatment of 
bolioS^Kinted to only $50,000 in 1967 instead of an estimated 
outlay^ $40,0«L000 had the mcidence not been reduced. " 
HealS'education^^thods were Aed extensively in recruitment 
efforts for the polio program as well as for other infectious 
disease control programs. ^ . 

ehronic Illness 

While preventive measures have decreased the hazards of 
irifeptious diseases considerably, chronic diseases and other 
conditilbns which preclude the enjoyment of a healthy and 
active/life are still prevalent. Nearly 3,000 of the 3,500 
cases ti) glaucoma whictf occur annually could be prevented . 
all p^ns^e3^ 4P were tested periodically ^nd received 
treatment' when requ^^.^ Of the approximately 345,000 
deaSTattributed -to .cShcer in 1972; it is estimated th^t 
lolToOG or one-third of th&se deaths could have been prevented 
thriugh earlier diagnosis. In -1969 it was estimated that 
9,000 of the Ai/000 deaths due to cervical cancer could have 
been prevented if all women over the age of 20 had annual 
pap smears and appropriate treatment when necessary. For 
every dollar spent for cervical cancer screening programs an 
estimated nine dollars is saved due to reduced medical , : • 
-expjenditures, "increased patient proddctivity, and lives 
saved rf^lting from eaurly diagnosis..^ 

Risk Factors 

some conditions or habits,' while not directly ^J^sing deaths 
c^disability, are risk factors which increase the likelihood 

* illness- will occur. The National High Blood Pressure 

• Education Program estimates that high blood pressure is the 
primary .cause of 60, 00& deaths and a contributing factor in 
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^A«S-:°°° heart attacks and strok-fes annually. While 'the 
™fi generally cannot be^prevented, most moderate and " 
severe hypertension can be controlled with drug therapy. 
Early detection and treatment could save 200,000 lives 
annually. . - ' j-j-vcb 

c^ttll^i^J. major factor in heart disease and diabetes. 
falnJ nf%?^ ^^K^^ recognized as the single most important 
agent of disease based on. its effects on morbidity and 
mortality. It is linked to lung cancer, emphysema, heart 
disease, chronic bronchitis, arteriosclerosis, increased . 
susceptibil.ity to- colds, flus and other illnesses? AlcoHfel 
^Lt^ v°^? important known disease agent. It is a 

Jn^l '-^i^'t^'l^^^^ °^ heart disease, 

^^if ' fif ^^^A ^"^^^^^ susceptibilil;y |o infections and 
anemia, and can cause serious brain damage. 4 The health 
problems associat:6d with these risks conlinue to gr^ even 
|^^;;9h obesity cigarette smoking, and the excessive uSe Sf 
^ alcohol are all. within an ir^dividual's control. 

\ Health E ducation Programming and Prevention 

Individuals often fail to realize the , power they have to" 

riS^^.^^f"^ ^^^^^ ^""^ f^il to recognize the relation 
between their lifestyle and their health. unfortuLJIly 
-when infofenation relevant tb health status is known, such as" 
the proV&n link between lung can6er and cigareSe^oking, " 
individuals frequently do not respond in the iannerwhiSh 
would improve their health. Effective preventive heal^S 
education programs muSt overcome several additional and 
important problems including: 

inability-to obtain support for preventive 
health programs rather than those which arfe crisis- 
* . oriehted and targeted at persons who are already 

• - • • 

activities among organizations, 
especially those of the voluntary associations 
e.g., heart, lung; ' 

• 

inadequate knowledge concerning long-term behavior 
change and techniques by which it can be accomplished; 

J^^w^i^^f^*^^^^ °^ evaluating programs whose goal 
is behavior change. 

Health- education programs whiph -are ba^ed on the concepts of 
primary prevention and ib^ reduction of risk factors can 
play an^ important ^e in minimizing the frequency of health 
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problems. 'Studies indicate that increased )cnpwl^dge can 
Sprove the freque^icy with which individuals seek preventive 
cJe. By educating the. public to seek screening tests and 
trr^cog^ize early signs of illness, disease conditions' can 
be diagnosed and treated early, reducing the severity of 
illness, the costs of health car^and increasing the nuiober 
lives saved. ^ 

Development of 9<-7r <^ram Strategy 

The difficulties involved in convincing individuals to 
pract'ice preventive health practices often, occur because the 
modification of "their behavior requires a basic and substantial 
Sge in their daily habits. Health education methodologies, 
hoSe?er,-,can be utilized to aid and support i^<^i^i5^^1^^f ° 
wish to modify their behavior to improve their health and 
prevent illness. . • "* . . 

A. I d^tification of Health Problems, 

The first step in the development of a 'successful 
Irevlnllln health education strategy is the identification 
of the health problems to be prevented and those el enents 
of behavior which promote or hinder the actions desired. 
There are probably no health problems, which cannot be 
avoided or their effects mitigated by proper preventive 
measures. Preventive programs in ambulatory care 

• centers, however, are most likely to center around the' 

- following: • ■ 

neo-natal and well-child care 

mother care 

nutrition 

diseases of the heart and blood vessels. 
Ccincer • 
* chronic pulmonary problems 
adolescent health 
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Although these are problems whic^h are generally the 
object of prevention programs, each center's program 
Will, of course, address problems which are nrevalent 
among its particular target population. The following 
,are types of data which will aid in identifying the 
health problems of particular concern to -the center and 
thus provide the direction for development of future 
preventive programs, 

1.. 'Information on age, sex, ethnicity, educational 
levels, .reading levei^, arid language. Sources of 
data include census data, registration or enrollment 
information, and those collected through special 
survey activities, 

2. Information concerning major health problans which 
affect specific age groups, 

3. Information to determine existing levels of preventive 
i>ehavior such as immunization levels, number<-who 

have had pap smears, and risk data for each ^roup 
for p^ticular diseases. 

This information is available from both public and 
private organizations such as local health departmehts ' 
or local offices of various federal agencies, other 
health facilities, national health organizations, 
schools of public liealth in collegea and universities, 
ana medical schools, , 

« 

Characteristics .such as per^nality and socio-economic 
status often, determine whether an individual will seek 
preventive caxe.^.'^'^ Health beliefs/ attitudes, 
and knowledge are inajor factors_in the causation and 
prevention of chronic diseases. 2, 3, f 5 individuals- most " 
likely to take preventive actions are those who believe: 

they are susceptible to a disease; 

- that the disea'^ may have serious effects; and, 

,there'^are measures they could take to prevent or 
overcome the effecta^f the disease which are 
accessible and effective. 3 

V - ■ 
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Preventive health programs are rarely developed ^n the 
basis of these elements Jof .human behavior. As a result, ' 
little if any evaluation or pretesting of techniques is 
performed to assess their effectiveness in influencing 
the beliefs listed abovfe. 

The following is an example of the type of information 
whidh could be gathered atnd analyzed to determine those 
' f a#bes which result in preventive behavior such as a 
iDonthiy self-examination for early detection of breast 
cancer and the type of educational activities most 
liJcely to result in increased us6 of breast self- , 
exauaination* 

l\ The knowledge which the woman and "her family or 

o theriTiave concerning the mechanics of p^forming 
the examination and its importcmce# 



2. The 

and 



positive and j>egative influences of the attitudes 
ow beliefs held 4Sy those around tier ^ ' ifidivldual 
friends^ peer group ^ spouse^ and other family 

* laembtos* 

^ - ^'^^"^ 

3^ Her perception of the rewards to be gained from 
performing the examination such as freedom from 
euixiety concerning canper. 

4^ Her attlttxde jgdnceming negative effects' s\ich* as 
- the fear of learning one may have catncer. 

5/ Previous Experience with the hee^th care system 

and the effectiveyiess of preventive healtK practices 

* ^in particular.'*' . - \^ 

^» • * 

Each prevMitive health practice will have its own 
P2u:ticular">iements, many of which are described in the 
growing behavior science literature, which should be 
consulted before specific programs are initiated. 

Strategies 

Any wcvention ■ strategy must be based on the underlying 
principle that human behavior is extremely coiiiplex and 
- any change in behavior must involve a multitude of 
factors. There are two basic goals in any such strategy: 



creating a reason for avoiding danger and providing a 
structure by which individuals cdh take adfion to avoid 
the danger. Studies indicate that each of these in 
turn involves a two step process. 

In order to create a reason for avoiding danger a 
"clear image of the threat" nmst be presented with 
"♦©rds and pictures" which provide a "visually compelling 
case for the causal link between various actions and 
the d.arxger." The second step is "to make the threat 
personal by making frequent direct references to the 
recipient; . .and by selecting -examples of danger from 
the jperson's own life situation."^ 

-Even if an individual understands the reason for avoiding 
danger, he must have a way to take the appropriate 
action. Therefore,^ the second step' must include: 

{1) "specification of the protective response and a 
clear statement of its value" 

(2) "an ^exact specification of when^ where and how to • 
take action.-"^ 

Each 'preventive health education program must, therefore, 
include both a method for informing the individual of 
the risks and*a method by which he can taTce effective 
action- to avoid the risk. 

Coordination of Existing Resotirces 

The development of program strategies should begin with " 
an assessment of resources available for -prevei^tion 
programs from outside of the center. Existing health- 
related organizations working 4n particular problem 
aread such as diabetes,, I^eajct disease, etc. should be 
contacted in order to coordinate existing activities and 
eliminate duplication of effort, to identify possible 
existing m?^teriale to assist, <^Ln instruction or as part 
of a mass media Campaign; and to identify possible 
sources of technical assistance. 

Some local* communities ha(ve initiated formal coordinating 
mechanisms to develop ar6a-wide plans no1^^'only for health 
education but also ^r geiieEad planning fo^ all health ' 
problems..^ in at least one' community this cooperation 
has resulted in the design of^ a program planning model 
for- health education which includes a framework for 
planning and 'a (definition of goals, priorities^ needs. 

V ' 



and specific program strategi'^* ' 'I'he number- dl groups 
involved in the planning process in that coiranunity 
indicates the types of resourpes for preventive programs 
*which are ayailabl,e in. any community: county health 
depeurtmentr ment^ health department, cancer society, 
tubercjilosis and respiratory disease assodiation, local ^ 
colleges, federal agric^ulturar^tension stervice, local 
medical society, local welfare department^\ ^nd various 
other civic organizations and schools. 12 \ ' - 

Consumer Involvement ^^ifc^ 
^ ^^^^ 

Consumer involyement in preventive programs i^ particularly 
in^rtant because of the difficulty ihherent in determining 
what are the important underlying elements of an individual' 
or a group •svlifeg^aj|j#«^klthough sustained and meaningful 
consumer partis^^pa^^^^^dLt^'Cnlt to achieve, one 
initial important we^^;the establishment of an ^ 
advisory commit%ee whicn includes a mix of consumers, 
iiealth professionals, cind^other commiinity persons* 
This gK>up could be particularly helpful in indicating . 
differences ii> perceptions between.^consumera «uid providers^. 
Consumers are also effective as lij^truc'tors 5r as guest 
lecturers ^or passes 

Team Approach 



All health professionals involved in care, including 
administrators^ must be made aware of the ijifluence 
they have on preventive health habits and the variables 
affeqting consumer behavior patterns* Outreach workers,^ 
Health aides, and family. workers are particularly 
effective since they are able tOfdeliver a more personalized 
message by bridging cultural gaps between provider and 
consumer amd by acting as facilitators between the 
health facility and t^ commtinity. 

* * * " ' ^ ^. ^ 

Use of Fear ; 

Increasing amounts of data are available concerning the 
use of fear as 'well as those factors which influence 
/delay inTTerftment. ;rhese materials should be s^died 
--^carefully before any preventi^ve health^ducatii^n progr^s 
are initiated.' Program planner^,sho\ild take/into 
account evidence which indicates ithat: 1 ( 



1. Explicit descriptions of the danger: do bring alx)ut 
' • strong beliefs in the "seriousness of the danger, 
. more favorable responses toward the protective 

action, and stronger intervention to act." However, 
the material must be accurate'. .. "irrelevant threats, 
. biased, data "Zmay' iindermine 'the strength, of the 
^ message? < 

" "■ ~ s , ■ ' 

2> , the- threatening message x^ effective only when it 
is backed up with a structure foic taking immediate 
action; and, . • V . v - 

* 

3, the use of fear may be counterproductive^ especially 
if the message "anphasi-zes the vulnerability of 
the individual subjeqt or if^the subject is- low in 
self-esteem," They may perceive the situation as 
being so hopeless that nothing .can be done.^ 

Use of Media - ' . .-^ 

* Because; of their pot^tially low cost/benefit ratio .the 
use of mass media. ap]iroaohes for prevention* require - 
particularly carefuKanalysis. ' Evidence indicates 
that: • / ' — . 

1 . mass" media apjpSoaches -are effective in influencing* 
opinions on issued that are "low in importance and 
irreievaijt ta' group norms and values;"' -t,,,^ 

-2, ' 'its^has more impact" on those "who feel -isolated ^ - 
• froii' tjie-rest of society;" • , ^ 

3. it "may influence people who are ready to change 
- their beliefs eind practice? for other reasons;" 

'4t reinforce (s) exist jLrig opiniohs; and, 

5. li^it "may 'have long-term effects by Establishing ^ 
behavioral' norms. "2 , 

. ' * , ' ' ' 

laterpersonfajt , Influences 

%\y ' ' ■ ' ■ 

A major factor .in influencing changes in beliefs and be- 
havior is interpersonal influence^ thetefore, activities 
should maximj^e^pportunities for personal contact. In 
addition, grqup^eer coittacts are considered critical in tf 

^^J^tio*. of "Lifestyle'-issues/problems. 
Iiitdrperspna^ communication i^ highly effective because: . 



1.. . "direct 'Confrontation" with the one delivering thq 
. message "provides rewards for agreement;" 

2. his presence is more likely to ensure attention to 
the message; 

3. he can assiire dbmprehension because, he is receiving 
* immediate fee<y>ack as to whether the listener has 

received the coafrect informatign? and, ^ 

4. ^ he eetn* identify counter eorgmnents and immediately 

pfovid^ information to disprove them. 2 

Long-Term Strategies " . 

Major preventive health education programs which could 
affect our overall hfealth require "the utilization of 
many resources whiph are not within the scope of the center 
capabilities. Although the center may not bfe actively 
involyed ,in such activities^ it <;ertainly would wish to 
promote community action for good health. For example r 
it could try to reduce smoking among it^ own clients 
utilizing a variety of small group and- individual cessation 
>echniqqes. It might, howev;,er, a2*»<i^lend its support 
to more feur-reachi^ activities to reduce smoking such 
as the following:. '^>_^ j V 

1 * prohibition, of , cigarette advertisiiig^; 

2. massive national health education campaign concerning 
the dangers o| smoJcin^ utilising mass media and' 
individual counseling; ^ 

•3, rai"B£ng the cost of cigarettes; through increased 
taxesf and, ^ 

4. agricultural subsidies to tobapco farmers who 
agree to grow other* crops. ^ 
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♦ • Section V 
Adherence ,To Regimen 



?Sf?i2^ indicate -that from-^15% to 93% of all patients do not 
2r^t.^r^®^°^^? reconciendations. The majority of studies 
show that at least one third do not con?)ly."' Non-adherence 
to ^escribed treatment regimens has far-reaching effects 
on the health care system: the patient cannot benefit from 
'^^JS®?^ does m^t follow.- health care providers are frus 
trated in their efforts; and, 'the. cost to the entire 

increased if the patfent presents himself again 
With th^ same or a more serious condition resulting from 
noncoaf>liance with th^ original treatment regimen. 
i 

^ , Identific ation of Major Eleg^ts o^the Problem 

' .I^ck o£ Recognition - of the Problem of Non-Adherenc e 

• Health care providers f^ently do nofreco^ize t^e 
- serioosness of the probimof non-con5)liahce to medical 
Wimen.-^ Despite the fact that studies consistently ' 
■ 5»!fJ*at patients with a jrariety of illnesses do not 
- £ollo^ prfescribed regimen, .pro vid&rs neithe«^«coenize 
the problems nor do they take -the actioSs i|BSst??- tj 
redtice non-compliance. The .first reactio^H a pati^t 
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whose condition is not^^irtqjroving is often to prescribe 
a different medication assuming that the drug is at 
fault without asking the patient if he actually has ^ 
been taking the medication. ^ The number and q^iality 
of precautions taken to increase th^*i4*elihood that -* 
a patient will follow the regimen is reduced if th§ 
problem of non-adherence is not smticipated or recognized. 

Additionally, the nodical problem and proposed medical 
solutions • often . are not examined in the context of 
the rest 'of the patient's life. The patient's environment, 
peers, daily routine, financial situation, family, 
^/personality', and prior .^xperie^ce with illjiess and 
'infedication are not taken into consideration.^'-* However, 
many of the^^ factors may make- adhere nee to the physician's 
preferred regimen difficult if not impossible. Prescriptions 
may never be filled because their cost is prohibitive. 
A regimenymay require the^assistance of ajiother person, ^ 
but th^/^tient 'may live alone^ Although the physician 
"betides th# amotmt and typ^ 'of drp^ ta'be taken, medication 
is generally^ self-administered and the patient is 
^utonomoxis in deciding h6w and if the drug actually is 
^^akenr^ The physician who does not recognize the value 
of shared decision-making loses an opportunity to arrange 
a workeible reginien in which the patient will be willing 
. and able to cooperate. , ' 

AppfoacKing the medical problem from a purely physiological 
i viewpoint while ignoring the social and psychological 
^ f adtors is unrealistic and naive, and resu;Lts in the 

erroneous assumption that a patient will follow a regimen 
sin^jly becaifae the provider advises it*^. If the provider 
does not learn the attitudes emd intentidns of the j 

• patient Concerning the regimen at the very beginning, ^ 
including identificatlgn of patients who never intend 

* to follow the regiiDefft^ they are wasting time and the # 

" patient's money ♦ 

' r - 

B.' Physician-Patient Relationship 

• 

A poor physician - patient relationship restilti^g in 
faulty communication between the physician and patient . 
increases the likelihood of noncon?>liance. ^ ^ ' ' ^'^^ * 
If the patient does not understand or remeni^er the 
phystciamg instructions,, he will not coii5>]^e teethe treatment 
regiiaen* Althoiigh the physician-patient- 

• relationship is most prjcfednently addressed in the 

" • , GO 
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literature/ patient's interactions with the nurse and 
all other health care staff also affect the pat:ient's 
willingness to heed advice or, to cooperate with them 
in his treatment. Studies such as one in which 54.5% of 
the hyper}:ensive -patients fully accepted the health 
ad.de m a source of care blb compared to 61% who fully 
accepted the physician,^ indicate communication is 
iJi?>ortantin .all provider-patient relationshins. 

Peurt or the problem eurises from .the change in the nature 
of the physician-patient relationship. A long-term 
relationship with a family doctor is disappearing and 
has been -replaced with impersonal, short-term associations 
with specialists. '3 Often a patient will see a different, 
physiciein on each visit to the health care center, thus 
haii5>ering the developiaent of a warm, trusting and personal 
jr-elafcionship. Lack of continuity of care is freguentlv 
identified" M a fauitor leading to noncoE?>liance.^''9,20 

•Many physici«as do not attach great importance to personal 
rapport with the patient. Medical schools emphasize 
scientific and technical knowledge and skills, while 
neglecting interpersonea relationships and conaminications , 
leaving these to the student's intuition. ^8 physician's 
technical knowledge will be of little consequence,"- 
howe^r, if he cannot enlist the cooperation of the 
patient/ especially in an ambulatory c^ne center. 

If the physician is perceived as re jecting .-or unconcerned 
about the pafcientfe needs, his instructions may not be 
followed.!"' '5,21,22 a study tff'800 out-patient visits 
to a pediatric, clinic showed'^at the extent to which ' 
the jaother*B expectations of the vifSit were unmet, the 
lack of wemath\in the relationship, and the failtire to 
receive, a dlear statement of what was wrong with the 
baby were key factors in noncon^liance with the medical 
regiiaen, Khile most physicians thought they had be^en 
friendly, less than half the patients perceived them 
2is such. The greatest con^leuLnt «^s that the physician 
W21S too disinterested in the mother'* great concern 
for the child. 8 another exan?»le, over fifty 
percent of the .mothers , who were highly satisfied with 
the doctor's behavior during the visit cooperated con5>letely 
with nedicea advice, con5)^ed to only 16.7% of the 
highly dissatisfied mothers ,5/18 - • ' 
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Particular types of physician-patient interaction have been 
identified to determine patterns which are characteristic 
of patient noncompliance • Noncon5>liance increased _whjen/ in 
a revisit/ there was an authoritative patient and a physician 
who was passive about the patient's participation, when there 
weis unreleased tension between the patient and the physician, 
and wjien the physician requested much information but provided 
no feedback to the patieAt.'' ^ ^ 

C. Inadequate Understanding of Illness or Treatment . 

Inadequate understanding of illness or its treatment 
is a major barrier to the patient's adhering to a medical 
regimen. If a patient does not believe in the importatnce 
of following the regimen because he does not see a 
logical relationship between the treatment regimen and 
the .illness or does not believe in the effectiveness of 
the treatment, he is not as likely to adhere to the 
< instructions as one who does. Hypertension is a good 
exac?>l:^^because of, the pcirticular dif f iciilt;ies involved 
in treating a symptomless diseas^. Frequently, the 
physician naxst tell the patient who feels well that he 
should take a medication with unpleasant side effects 
for the rest of his life* If the patient is not convinced, 
at least of the relationship ot the treatment to his 
blood pressure and the necessity of taking the medication 
to prevent more serious illness, one cannot assume that 
*the patient will subject himself to the side effects. 
Adherence is further discouraged when the side effects 



cure alarping or ^anexpected, 
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If the.Jjj4iyidU2J.'s illness has been diagnosed, his 
feelings of susceptibility can be modified by increasing ' 
his belief in the accuracy of the diagnosis, resusceptibility , 
of vulnerability to other illnesses. If the patient 
believes tife ' is susceptible, he must also believe the 
illness would cause serious results • Patient estimates 
of seriousness have consist eiiitly been predictive of 
adherence,^'' ' . ^ * * 



ErJc S2 



= ^ 

65 



y Con5>liance is further detenained by whether or not 
/ title patient believes in the effectivenes;3 'of the 'treatments 
A\balancing of factors may be involved asthe patient 
considersSfhether the difficulties entaile3^n complying, ^ 
such as the ^ide effects or chemges in daily routine/-. ^ 
are outweighed by their subjective estimate of the 
' consequences of not complying. Many factors' are 
influential in determining the patient's sxabjective 
estimation. One, a belief in the effectiveness, is 
a direct result of the' patient ' s confidence in the physician 
and in the medication. If the physician does not convey 
his feelings about the iii?>ortance of the treatment and 
confidence in its effectiveness the patient is less 
likely to comply. Reinforcement and encouragementL^re 
especially important to prevent backsliding when a 
medication* s positive effects are not visible or have 
a delayed effect. 2 3 A study of con^Jliance aioong 
patients with rheumatoid arthritis showed that, thi^y- 
seyen percent who feltkits crippling effects were inevitable 

treatment would noe be successful were full compilers 
as compared to sixty-rone percent who had greater faith ^ 
in the treatment. 24 Unless the physician o^ other 
provider can^ instill confidence in the treatment in the 
patient, coii5>liance is likely to be low. 

Patients frequently ignore or laake errors, when implementing 
Recommendations because the purpose of the medication 
or particular regimen or the results which sho\xld be 
expect^ are not fully explained or underst6od725 In 
one^Btudy fourteen percent of the patients stated they 
did not coE^>ly because of "doubt about the value of the 
recommended procedure . " It is suggested that patients 
ignore. reconiDended regimens because they^know little about 
disease in general, they are told less tKan they want to 
^know, and the p^irpose and mode of action of the medication 
is not understood. 26 patients often stop taking a 
medication when they" feel better. One 3tudy showed 
thirty percent of the patients wha stopped 'taking • - 

' prescribed penicillin before they should have according / 
to physician's instructions gave the reaison tha^ they 
felt well.^ Over h^l'f the patients in "another study 
in which penicitt.irf was prescribed for 10 days had 
stopped takiiig it by the third day. 27 while most of 
these patients knew the diagnosis ind understood the 
instructions, perhaps they were not given an adeqxiate 
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explcuiation of the reasons why/ penicillin needs .to be 
continued even after symptoms are gone. A corollary 
discovery in« this study was that often penicillin 
was prescribewi when it was not medically indicated. 
'Prescribing tmnecessciry medications .is not only costly 
to the patient but also has a deleterious effect on 
patient confidence in physician judgment. 

D. Unclear Instructions 

A' corollcury to the problem of inadequate understanding 
is the situation in which instructions are not clear. 
A patient/ even if willing to adherartp the medical / 
regimen, csmnot follow instructions they do ^ not ^ 
understand. ^'26/ 28/29, 30 jf the health care provider 

does not describe the directions clearly or completely 

t^the patient amd as a result the patient cannot 

fbuLlow the regimen/ the 'medication or oth^r treatment 

may be to no avail or may even endanger the patient *s 
health. 25/ 30 

language problems may prevent the patient f rom^^understsmding 
instructions for medication or treatment. The ^oblem 
exists when provider and patient are not fluent in the 
same language as well as when the provider uses medical' 
terminology or ott^er vodabulary which is unfamiliar to 
'the patients Often patients will not adni.t they do not 
understemd a word/ are afraid to for further expletnation , 
or may riot even realize they misunderstahd. ^1 

Medical ins tructions/5u:e of ten vague, imprecise, or 
ambiguous, stnd ats a resiilt, the patient follows what he 
believes to be tiie proper procedure even though another 
" 'may have been intendeds 3,1 in one study a questionnaire 
W2ts administered to 162 gprsons to determine the patients' 
understanding/ and inte/rpfetation of certain doctors' 
instructions* ^In a question which listed ,18 foods and 
eisked which the patients would aivoid if the doctor said 
to avpid starch ^emd sugar, forty-three percent identified 
6 or (less of the 12 foods which should have been a\feided. 
Ano'the*?: c[Ufestion posed four possible responses to the 
instruction to take one tablet every four hours.. Although 
seventy percent 'satid they would take one every four hcit^s 
while a:v^e;« the other thirty percent would have taken 
six %Aiile a:vmke, awakened in the middle of the night to 
,take them, or taken on* with each meal.'' 5 
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A gap exists between verbal instructions imdersibood , 

the patient vJhile at {Jie center and those which 
are remembered by the tin* he- arrives home. The 
patient care easily f orgetr how much, what time, or how 
often the physician suggested something be done even 
if there is only one regimen to follow, and the problem 
is greater if the regimen is more con^^licated.. When 
the patients demonstrate extremely high or low^anxiety 
, levels, they remember fewer^ instructions and are less 
likely to follow those remembered. 20, 31 

Characteristics of Regimen \ 

The treatment regimen its^^lf has a great influence on . 
patient compliance. Coii5>iex treatment or those requiring 
extensive changes in a jfetient's lifestyle, are less 
likely to be adhered to than single regimens reguiring 
only minor a^Tjustments in patient behavior. ''0'''^' '5,32 
The major problems identified with this aspect of > 
noncompli,efc^ce cu:e related to the me^anical aspects of 
a particulcu: regimen, the length of time the medication 
or therapy is required, and the degree of behavior 
atdjustment needed to follow the recorrghended regimen. 

1 • Mechanical Complexity 

Mechanic^al complexity inclxodes problems associated 
with the aiimber of different medications or treatments 
' vrtiich are recommen4ed and the frequency with which 
they must be performed, ^e more con5)lex the regimen 
is,- the more likelY it is that the patient will not 
comply.^' ''^'^ Noncon?>liance related to - ' 
couqplexity may be a result of confusion ,^frus trat ion , 
for^etfulness, or other factors. It is also possible^ 
that the patient lacks the skills necessary to perform 
according to instructions. For exanqple, the patient 
may find it difficult to swallow the large capsules 
the physician prescribed whereas the patient may 
^ have easily coii5)14ed with a liquid regimen. 

2» Long Term Medication and Treatment 

Many centers do, not provide supportive service to 
jbatients with long-term il*lnesses or disabilities , 
yet these present special probleirs leading to 
noncosqpliance^^^ A^tut4rculos is treatment study 
indicated nonTOmplicance increased from 18% at the 
end of the first yeau: to 61% at the end of the fourth 



ye2u:.23 Hypertension treatment programs show 50% 
dropout rates. 31 Arthritis ia amother chronic 
disease with ^ew dramatic forms of 'therapy and 
as a restilt^^atients ^re often not likely. to follow " 
the regimen, especiatlly when long-term preventive 
self-treatment is involved. 34 There is also evidence 
that prescription adherence deteriorates rapidly 
.after the fifth *day of a course of treatment. This 
jnakea the efficacy of prolonged courses of oral 
"penicillin for treating streptococcal throat infections ^ 
. doubtful. 27/ 35 whether it is because '^e patient 
sees little apparent of immediate value in the 
treatmient/ a habit pattern is not established, or because 
symptoms are none^fistent/ adherence to treatment 
regimens which require patient s^f-care tend to 
drop off over time. ^ 

3. Behavioral Change ^ 

Noncon^liarice 'also increases when the regimen requires 
behavioral chemges which are difficult or radical 
depaurtures from existing behavior patterns or 
habits. »"f^ ''31/35 Given a combination of three 
regimena/ patients will probably coit5)ly with the two 
which are easiest to perform. ^ A patient is m9re 
likely to take medication than- to adhere to a special 
diet. The backsliding effect af decreaised adherence 
. ove]g^ time which obqurs with long-term illnesses 

is also comnon with complex behavior changes. Studies 
show that only' twelve percent of diabetic patierits 
who receive nutritional instructions follow their 
prescribed .diet. In these studies it is clear that 
" ' a single or a few brief educational encounters with a 
nutritionist cannot be e^^cted to succeed in changing 
a person '^s lifelong eating habits.' 2 

4. Demographic Data 

Demographic studies 'designed to identify noncoit5>liance 
are inconclusive. Some suggest femeiles are more 
li^kely than males not to follow a medical tegimen^ 
as axe oldet people/ those izt lower socioeconomic 
^o\xgBf and'the^lfiss educated.' Other studies/, 
however/ find no variation in adherence .which can 
be attributed to age, seX/ race/ marital status/ 
religion/ occupation or education. 8 / "I^/ 36 
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Providers have little syceess in -predicting noncompliance 
in individual oatients*' There is no dependable 
profile of. the noncoitpliant patient. Any given 
^patient may chemge^fom con^liamt to noncompliant 
from one illness or* regimen to emother or during a 
particulfiu: illness or treatment^*36 ij^e safest / 
approach ^dLs never to assume total adherence with 
any patient emd to monitor adherence periodically 

Program Strategies 

Th e fo llowing aure exau^Jles of prograua strategies which may 
^e patient adherence to regimen* 
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Changes Involving Staff . 



1* Expeqision of educational roles of staff members^' 
SpecicJ- capabilities and expertise o£ many men)t4rs 
of the health team give them a logical role in 
education efforts. ' 

Physiciems are often responsible for negotiating 
a workable regimen with- the patient. They remain 
the head of the health team in most instanced 
and their communication ^nd relationship with the 
patient have a significant effect on whether or 
not the patient cooperates in the regimen* Their 
belief in the efficacy of the treatment emd the 
way they demonstrate^ this belief to the patient 
directly influences the patient's decision tot 
adhere* 

Nurses and nutritionists traditionally are 
responsible for much of the education that takes 
place. They may be able to function loore 
' efficiently by offering classes instead of ^ 
or in addition to/ individualized education* 



Health aides selected from, the target' population 
have the advcuttage of being able .to understemd 
smd coramunicate better with the patient than the 
physi^iem or nurtfe^in 'xnamy instances . 

Anesthetists have succeeded in reducing patients' 
needs for drugs and the length of their hospital 
stay significantly by educatip^-fh^ about post- 
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operative jiedn and exercises 




ce the pain/ 



Thamaaciats play Ltaportant roles in, selecting 
among products, educating patients about their 
medication/ and providing, other services* to 
matxilnize patient monitoring and self-care. 



V/ Outreach workers, by following up jfeitients at 
- ' critical intervals of treatment, niay ensure 
"continuation of regimens. 3' 

Staff training in the following aresis may xii?)rove ^ 
the effectiveness of any education progrsuns. 

Interviewing ted:mpt^ to encourage patients 
to' report degree of adherence and any difficulties 
^ they are having with the regimen or other prob-lems 
* \Aich may interfere with their ability to comply. • 
Staff should also develop skills in .determining 
patient attitudes and level of kncv^ledge 

Record-keeping to ensxire that compliance 
behavior is well-documented 

Communications skills, both among st^f members 
^ ' ; to faciliate teamt/ork and with patients to \j 
improve interpersonal relationships. Skills 
in groi5> process should be included to facilitate 
classes and group discussions 

1 9 

Judicious use of fear communications or strong 
persuasive propagandas^ as a means of encouraging 
adherence. Use of these techniques might be 
considered by staff' 

Sensitivity to patient^ s culture is an inportant 
aspect of communications. If ther^ is a large 
Spanish-speaking or pther non-En^Iiff^^. speaking 
population, staff members shotild be encouraged 
to learn that language / at least to the extent 
required for simple conversation or to,tak6 a 
t^TKjedical history v ' 

Educa^onal skills, r3i^ exai^le, teaching 
techniques, and use and development of materials 

Coordination of educational messages given to 
the patient through a multidisciplinary team 
approach »to ivoid gaps in messages or conflicting 
' mssseiges 
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Cheutges in the Regj)roen Its'elf 

^. Medications pay be simplified by: 

- ^ altering^ the medication from a pill or capsule 

to liguid- fo3nn. This method may -be particularly 
- advisable in prescriptions for children who ^ 
,.often have difficulty swallowing pills ^ * * 

\- ' choosing^a -stroi^ dosage of medication which * 
will only jequire one pill a day instef^d^ of two 
Of three per day/ ^d ' ^^Mu * 

\rtien there eire alternative drugs which^^uld 
be effective/ selecting the drug which Vequires 
fewer dosages per day or -combines medications 
In' some cases / the provYdkr may need to weigh ^ 
^ the effectiveness of the preferfed regimen 

• against the greats likelihood th^t a second , ' 
choice regimen will be followed due to its • 

^>^v^simpiici'ty/ decreased' side effects/ or other ' . 
factorsV * 

2. For^ a necess^ily coit?)leX/ multiple/ or long-term ^ 
regimen .^e provider may: ' 

- demonstrate^ ciif actual favorable change acconplished 
by the provides* recommendations as immediately 
and dramaticafly as possible. For exaii5>le / ' i f 

the 'hypertension patiept catn measure his blood 
pressure/ see it elevated/ and then take medication 
*-^''2U!id have visible evidence of its positive effepts 
.\^en the blood^ pressure is taken again and is 
* * . ^ lower/ there may be greater s\:jccess in changing ^ ^ 
- " tI behavior"/ . * 

^ prescribe fewer and less difficult regimens 
^ initially/ .knowing that when several recommendations 
are'giveh/ the patient is more* likely tp follow 

. those which ate least difficult or least disruptive 

- Of the .patient ';3 lifestyle; or/ 

s - ^ prescribe one phase of the regimen initiaj 

* vAiich the patient will be most likely^ 
, successfully* Once the patiefit l&s ^ 

\j " ^ e'jcperletice irith first, asj^ct bfi^tli^Pel 
emd has recei^^d reinforcement and encourac 

' . from' the provider and a cooperative relationshifJ 
^ .'is established/ the patient may be willihg to 
cpoj>erat'e' in a more coioplex Tegim$n.38 
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. - . ■ attempt to ac<*oif!nod^e. the regimen to tlfe patient's 
daily routine .or lifestyle. 

43. ' Techniques Whiclv may he}.p the patient take his ^ X ' 
laedications on i.ime atnd in the proper- dosarge include: 

giv'ing^the i^atient a schedule chart to post 
the wail at horne/^r 

• » using a iinit-dosQ system ii^ wh^ich each capsule 
is individuc Lly wrapped; a color coded s^ystem 
where- , different coloVs indicate which time of 
d'ay the drtic is, to be taken, or a oalendar-packaged 
' J system, such as that used for birth control pilj^s; 

and^ ' - . 

\j - providing clear and precise instructions for 

the medication, on the prescription label 
which Veinfcrce the verbal instructions given 
to^^thEf p^tie^t. ' . / 

C. The following'^re strategies ain^d at difflcuD^s ^ 
encountered outside the clinic .setting, including 
enT^ironmental and social factors. - J 

%. Mail-out systems- fqr prescriptions 

" 2* Use of moT>ile clinics to make^yisits to convenient locations - 
in^the .neighborl-oods ,so that 'patients ccin come 
* f or periodic check-^ups or to refill prescriptions. 

3* Coordinatiori bf effdrts wit^ varipus voluntary agencies. 
Instructional materials concerning specific diseases, 
includiiig pan^jhletS/ slide programs, and films 
have alreadjf been developed by volimtairy orgetnizfetions 
2md cam. be used to* au^pl6ment a prqjj^m dealing witlT 
^adheTcence, to regi;taen? some 'of fer complete educational 
fprogr€OTS. 'Local affiliates often pffer detection 
facjjllties and education |)rogramD5.-<rBe of charge. 22 

'4 •^Enlist. the aid of volunteers from the commimity to . 
do ourere«ch iftto homes to reinforce healJJi raefipages, 
. .,jaonitOr adherenc2/ or refer people .to/agencies vrtio 
. ^ ban help patients with financial neecls, housing 
•pfoblems^^ etc* 
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D# Relnd^orcem^^ strate jies \ 

It is "^ift^r^ant^ In promoting ^conpliajSce that th'e . 
*N patients receive encouragemeht and reinforcement . 
^ ' ^ and iAat. the edit^fttioneO. ii»5S,i*ages are rep&ated^by" 



all'who come into contact with them.^^ Staff m\^8t 
be siire that they are 'reinforcing the same inessagS^ 
in order not to confuse the 'patients. 

To counteract the backsliding effect of education 
effortSr that is the tendency. for desired behavior 
.changes to cease qver time^ it is necess^axy to 
make periodic efforts to reinforce ,the original 
ecfticational messagfe, the continued- taking of a. 
medication or the maintenance of a desirld behavioretl 
ch2mge.^2 Different educational strategies may be 
appropriate as time elapses to boost the* effectiveness, 
of the program. * 0 

Since long-term n^dications are known to h&ve certain ^ 
"drop-out" times educational xftessages arid 
reinforcement should be given at these points. For 
exaii^ler the* time at which laost women discontinue 
birth control pills is* one ?x>nth after begixmihg them 
because the^y have experienced unpleeisant side effects 
and expecJt them to continue and becaxise they have 
not de^loped a habit of taking them. Therefore*, 
reinforcement through a follow.-up visit or phone call 
to determine if there are problems with or questions* 
;^al>out the* regimen and to ancourage its contintuuiace 
would be effective at this tlme.37 

Group discussions involving individuals with the 
saune problems are sometimes the most effective source 
of reinforcement. , . ' 

It is in^rtaYit; particularly with chronic illness 
or regimen^ that require a chsihge in habit or behavior r 
to enlist the cooperation of the patient's family 
Qj: oldxers who^ are .important in his life.^^ Uieir 
Involvement and jsupport bf the provider's recommendations 
Increase^ the llkelihooid thcit they will ^be accepted 
an& followed by the patient. A study to determine 
^e.role family expectations played qn patient's 
splint wearing" xegim^ for arthritis showed that 
those patients who perceived the Jleaat expectation ' 
from faaiil^ members to wear the, splint wore it the 
least and those where family e3q>ectation was high 
wore it iacrre.34 ..... 



6. A <:ontract with the patient /^oT adherence should be 
considered. This involves yproyider and patient 
agreeing on expectajtiojis^^^ch h^s for, the other's 
behavior related to the patient's adherence and 
helps to establish a cooperative, working relationship • 

Evgtluation ' . A 

Methods of' determining^ degree of adherence vary according 
to the type of regimen. Adherence to some regimens, 
such $is the recommendation to stop smoking or to 
exercise/ ccinnot be measured accurately or objectively 
since they depend on reliability of patient reports; 

"whereas other regimens, such as taking medication, 
can be determined through mechanical tests ^uch as 
urinalysis. A coii5>arison of medical records of patients 
receiving education, before and after the program, or 
with a group who received no special education, may 
be used. - A more reliable estim^e of adherence will 
be gained through use of a combination of the following 

* methods : 

1. Record reyiews--A variety of medical information ' 
collected from patient records can document the 
effectiveness of educational programs, 

2. Broken appointrgents , irxegulcirity of clinic attendance, 
return visits jf or the same problem, or visits to , 

the clinic or emergenc^y room for corwiitions which 

should have been pre^t^ted by adherence to the 

pr^cribed regimen indic^^ a possibility of 
noncompliance. 32 r36 - ' 

Nuiriber of and reason for return visits can 
serv3 as evaluation criteria when certain 
conditions stra most liHely to result from 
defection from the treatiaent regimen. 

Number <if and reasons for emergency .room use. 
For example if asthma patients cire following 
their regimen, they should rtot appear at the- 
, emergency room with a crisis; if diabetics are 
paintaining a proper diet and regular, insulin 
injections, they should be able to avoid diabetic 
,coma# Therefore r a count of number at eifter^ency 
J ' rdom -visits for asthma crisis and diabetic coma 
reve2ds the amount of patient adherence. 



3. Patient diary — The patieift could record the activities 
of his treatment regimen dfiily. For example, the 
diabetic patient can keep a record of everything 

' he eats and the nutritionist can review the diary 
emd determine if the patient is making the proper 
^ood selection • 

4. Pre^test and post-test comparison — Tests may be 
administered to measxire levels of patient knowledge; 
however/ it is iir5>ortant to remember, that while 
certain knowledge is necessary ixr order to comply, 
having the knowi^Zfgil^oes not mean that the patient 
is adhering. 40y ^ ^ • * 

5. Remai?ning und^r mediga^^^^pervision^-and follow- 
through of referrals to other soxirces of care 
are a m^sms of determining patient compliance. 

6. Patient report-Simply asking the patient if he 

' _has been taking the medication as prescribed or- 
following the treatment regimen may be helpful 
although the^e i^ a 'tendency for this method ^ to 
result in an' averts tdLmat ion of coirplianCe.^^'^7 

7. Drug excretion tests — Tests for detecting excretion 
.of a drug or a -marker given with the drug provide 

- an objective means pf determining if medication has 
' 'been taken. Jt is possible, however, that a patient 
will t€dce medication more faithfully ^ust before 
he makes a clinic visit, when he Jciiowb he is / • 

to be tested, than between visits. 19/27,35>^6 / 

8. Pill coimts — Nonadherence ccm be detected if the 
patient brings . left-over medication tOy^ 
follow-up appointment emd the amdtmt^r^main^ng 

' reveals hQ took less than -was presCTibedT*^, 27^41 

9p Direct observation — Watching the patient perform 
paurfc of the regimen offers feedback on adherence. 
For *exaii?>le, observing the diabetic patient' follow 
the procedure for adminj^stering insulin wiil indicate 
if •the pat4-ent is doing'" it correctly or needs further 
instruction . ^0 ^ 

10.* Clinical tests — Various clinical tests, depending 
on expected outcome of the Iregimen, are useful in 
xaeasiiring adherence. They may include blood- tests, 
weight measureiaents , blood pressure laeasurement , 
and others. 40,41 
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Section VI 

' ■ Notes on the Administration, 6f Health 

Education Programs 

Based \xpon materials submitted by 
. . Noel A. IdazeuJe/ Ph.D. 

School of Medicine and School oi^Public Health 
University of Hprth Car;olina II chapf^ Hill 

and 

John L. Sheets, H.S.W. 
Division of Mental HeaJ-th Services 
Syra9^jse, New York 



The purpose of this section is to present some general notes 
concerxtdLng issues which health education administrators 
should consider in planning and implementing effective 
health education programs. .Health education activities may. 
be initiated by a Viuriety -of actors and take place within a 
variedly of settings including • neighbourhood health centers, 
heeiTth maintenamce drgajaizatiotw, hospital outpatient clinics 
public health depaurtmerfts, mental health centers, and the " 
like. As a result, health education administrators must be 
capable not only of managing their own health education 
units, but Aso must be sensitive to the issues faced by 
these other settings. This sensitivity assumes added 
iatportance giv«n the factj that the, success or failiire of 
h«alth education efforttf^is often highly dependent upon 
'effective skill! in plaiming io^d negotiating with progreim 

iluuiagers from these other settings,'' Several overall >- 

character istics^ of the current^ health care system highlight 
Ibhese orgemizational complexities. ^ • 

A. ■ Bacpansion^of Service Delivery ' 

The' rapid developcaent and proliferation of health . 
services has resulted in an increase in the nxmber of 
service recipients as well as the eibsolute number of 

tSi5''%®'T'^°® programs ^ich may be offered.^ This 
toSfdiig. ' ^^^^^ problems- 



1. aetemination of boundari^ and roles of health 
pare providers and agencies; 

2. duplication of services'; 

3. determination of the most effective and appropriate 
allocation of scarce fiscal emd manpbwer resources; 

' and, s 

4. establishment of a^^mprehensive set of activit^e^ 
for insuring quality of care and, for assessing 
overall program effectiveness. 

Whereas administrator ^aditionally may have been 
concerned exclusively with overall responsibilities 
such as staff recruitment^ training, and program ii^nitoring 
the modern health program administrator must also be 
cCOTpetent in planning r negotiating^ find standard- setting. 

Fvmding * • 

All health a4ministrators are' faced with a '^riety of 
funding issues including developing and numagino^'a 
multi-source funding base, designing services;^ich 
will be eligible for third-party reimbursement, and • 
meeting the myriad of requirements imposed by federal, 
state, and local fund providers. In addition, many 
administratos-s must be knowledgeable about the technical 
aspects of fiscal mamagement such as the installation 
emd operation of automated reisiburaement systems. 

Consumer Involvement 

Current federal legislation emd accompanying federal 
agency regulation^ continue to empha^i-ze the need for 
consumer (client) and community involvement in planning 
and evaluating health care services. Most services 
programs supported by the federal government mandate 
the existence of governing and advisory boards for 
general policy determination. Efforts must be made to 
involve commxinity and -service-, recipients in all phases 
of program operations including the assessment of 
health car^ .needa, setting program prioriti€^/ and 
evaluation of"' program outcome. Once con sitoer .involvement 
is obtained, conflicts are likely to arise 5aong competing 
consumer and provider interests* The overall outcome 
of these legislative requirements may be to luring 
health admihistrators into increasing contactwith their 
own board aanbers and board members from othe^health 
care- agencies. . ~ ' 
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D.*- Jlveraityof staff 



The diversity of professional and paraprofeasional 
staff participating in health care efforts leads to 
unique a(toini?traUve problems and situations. These 
include: interdisciplinary rivalry; role blurring; 
inadequate and/or misinterpreted Communication; dif- 

salary schedules and fringe beriefits; delinea- 
tion of complex work flows; negotiation with representa- 
tives of various unions; and, the development of personnel 
and program policies which insure both managerial 
control and professional autonomy for all staff. 

B. Coordinati on With" Other Health Prog rama 

liiti.H\ •f,s«W»te^, above, health education administrators 
?; SSiS'*^.?? i link between various health organizations, 

As such, their will be subjject to unique pressures from 
withlp their own program as well as expectations imposed 
•.by other agencies.,. Many issues will arise such as 
• iiiteragency mistrust, fear of being coordinated or co- 
' HPted-^by other^agencies, possible violations of client 
confidentiality because of the exchange of information, 
aiaa fears that one agency's program may be rivaled, 
duplicated, or^ reduced in stature by another. 

• , • ' . ■ ' 

Management Skills and Strategies - 

^ese basic characteristics of the" health care system suggest 
that health education program administrators must be competent 
in ©any administrative skills. They must also be thoroughly - 
acquaiirted with the programs and policies of each segment 

Ii!4l.Sf Such knowledge, will increase 

^e administrator's ability to cpmmunicate intelligently 

%rttU othe^ professionals and to determine the degree to s 

which health education- strategies are applicable to various 

settings. Purthwmore, funding, governance, and service 

ff^J^^*/f^? the administrator to -initiate and perform 

technical functions including needS; assessment, budgeting, 

IVi^^i^' and, program eyalu'ation. Knowledge ■ 

of how qther programs, perform .these functions will help to 

insure thati health education efforts ard.- responsive and 

therefore acceptable to professionals- L^ cooperating agencies. 

In addition, -other «p^ific strategies may be utilized^o 
enhance coilaboratioi^ between the health educa-tion ataff and 
collateral agencies. 
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^'.'(1) Involvement of health educ^ition staff in designing 

' and partiQipating in key direct health care activities 

: - , including intake, determination of appropriate 

treatment regime, referral and follow-up, and 
development of health outreach services 

(2) Integration of health education staff in case 
cootdination and''management through participation 

^n ca^6 conferences and as members. of treatment 
' team^ 

(3) Participation of the health education staff in the 
development of principles for clustering servides 
in the health -care agency. For example, ■ clustering 
overall services by age group {e.g. the aged) or 
problem target group (e.g. drug addicts) may^^^ 
suggest not only more effective strategies foY 
designing and implementing services but also the 
content and approach which should be utilized 15 

^ providing health education* 

(A) consideration of health education as an element of 
a patient's entry into the health' care system. 
The health education program may (a) serve as the 
^ primary unit to provide essential information and 
referral services; (b) assist in helping the 
patient vinderstand and cope with the treatment 
' planner, Cc) act as' an interstitial unit between 
.saviSCiral direct service units. ' * 

t5) participation by health education staff in the 
- ~- design and execution of program evaluation activities. 
As part of the total data jMialysis effort, the 
health education administrator may provide cjfier 
' health care personnel, with 'specific -suggestions 
• for improving patient care and/or overall program 
-operations. In 'such instances, the "eduction 
aspects of the health education program ar^^^rected 
towird professional, colleagues rather than^atients. 

Need f or a Clear Focus 

' ^ ' 

■ Given the variety of servicf^and individuals involved, the 
beal«i education administrator must exert particular control 
oyer^basic aanagdment functions it a ci^ar. focus of activity 
is to be' maintained. Fragmentation. and lacjc of a clear 
'direction may result either from the myriad demands placed 
-upon the program from other services and professionals or,^ 

• conyraeiy^ froa .unrealistic expectations held by over- 
eniiiusiastic .staff within th^. health education prograq> 

- - itself. The adfainistrator aiid staff must jointly define 

^ r . . : ' . 82 ' . 
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program objectives, select specific tar^,et groups, set 
specifre goals, determine professional Tstandarda',' and 
adequately communicate anticipated results, deadlines, 

•^nd evaluation .criteria to all actors in the system.'*" 

The diversity of activities included- within the term "health" 
education" and the wide array of settings and tasks in .which 
health educators may be involved are highlighted in this 
^ report, ^^potential of this important program for im- 

provin^atiant care and'ats overall contribution as a field . . 

• ^ ipKte^ce within the field of public health has been 
clearly Remonstrated. In addition to implementing the basic 
program processes outlined. in the Program Planning Model in 
Section I, the health eductftion program manager must recognise 

^ the t^cessity of establishing interdependence between the 
program and other service units. Unlike the traditional;, 
public» health aaninistrator who may function within a ri'^id 
bureauctatic structure, the successful health education 
manager must be imaginative in terms of moving within * ' 
different organ iziybiona'l structures* and initiating ^sks 
which may be highly varied. Anshen^ predicts that future 
managers will need- to be skilled' in^ generating and manipulating 
ideas; in encouraging and mobilizing diverse resources to 
-solve problems; in developing complete systems {versus the 

, exploitation of a. llnglVoroduct) ; and, jLn focusing upon the 
future through utilizing Various forms of technological, 
poli^tical, and sopial forecasting.. > • 

, The eclectic nature ^of health education programs and the " 
• implicatiort^af'this diversity foifthe h'ealth education 
program manager have been' noted. Managers must enter th^ir- 
role prepared to be subject to many pressures, to accept and 
deal with rapid change, to embrace trial -and error, an5/ in 
the final analysis, to consider health education :af forts as 

• one interdeptendant portion of a highly diyef^fc^d changing 
health-caure scene. ' '^w- 
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F6r a -irtore-'detiailed' discussion of a ma^g|r's role in 
working \^h' dtther ©rganizations, ' see: Henry Mihtzbergi^ 
The Natuye of Managerial Work {New Yof^-Rr Harper and'Row^ > 
pnFlisheM,^9'7 3J / Tpp» .44-48 . The author-^/emphasizes that 
contacts between managers and outsiders have traditionally ^ 
been underestimated and oversimplified and af te^ treated 
as "not. being legitimate management functions. In fact^ a 
manager maintains a complex netwo^rk of relationships with 
a wide variety of people outside his owiT ofgan^ization. 
Studies v^how that one third ' to ^one half, time iS spent -in 
formal or -informal (Contacts that proy^ide help^ ^information, 
advice, feedback, ideas, and opinions." ^ ^ ^ 

• - , ^ • • *■ 

For a 'more Retailed discussion of. these charac^teristics, 
using the provision of mental health services ^ an 
example, see Saul r'eldman (ed.), The\Adininist^ation of 
Mental Health Services (Springfield, Illinois: Charles 
Thomas Publisher^, 1 973) . ' * 

For a detailed analysis^f the structure of current 
delivery services and a discussion of -the rationale fdr. 
■ integration of services , ^ see': Sheldon P. Cans and -Gerald 
T. Horton, Integration of Human Services ; The ^ State and 
Municipal Levels (New York: Praeger, 1975)*. 

For a detailed discussion of managing service i-ns^itutions 
for performance, see: Peter F. Drucker, Management :. 
Tasks, Responsibilities , Practices (New York: Harper and 
ROW, Publisher s^ 1974), pp. 130-166. 

M. Ansljen, "The MahAgement of Ideas," Tomorrow' s Or<^anizations. 
<:hall:enges and Strategies , ed. Jong S. Jun ^nd William B. 
Storm (Glenvlew, Illinois: Sco^t, Foresraan, and Company, 
1973), pp. 3-94-404. . ^ > . 
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' ^' ' . Section Vil , 

H^lth Education in Ambulatory 
••••• / Care Sett^g-a ^ 

A 'Summary 

reflects a distiilation of • ' 
n^«?!5?^*?? findings gathered during the course of the : 

le Jef^r J\«%?Sr^r^^S^ ff checklist which can 

?^*.<SfJf u ^i^a-to-time to determine if particular *S 

Ifiliiit^ have been developed on the bafiis <?f thSse ej^ents 

I« «.!?i^^of ^^^"^ ^^^^^ lively to result 

•aai successful programsji • '=°"j.i- 

1. Health education kncorporates all influences on the 

b^vior? heal^elevant knowledge, attitudes and - 

- ~ - 

Each coiitact with .the ambulatory care denter 
should Tje a positive leamijpf experience. 



Virtually all personnel in the center, who have - 
^ contact with consumers do, or potentially could, 

|r' exert- such influence, either deliberately and 

planned or fortuitously. They murit-be aware, 
. ^ therefore, of the way in which their actions and 
the -manner in which services, are dfeHvered can 
affect the consumer's bel^vior.- . 

* * * . ' 

W^'^iJJS}?' °^ ""^.^ ^eing-the same .or a smali number' 
yof provifcs — is a significant factor in promotinT 
rj^^ Pearsonalization of ca^efmore ef fipient U8e\>f 
heal^ care personnel and fadilities, and preventive 
health practices. 

The use of a- team approach to provide all asp^t^ 
• • c-ontSu'ity?° ^^"^^ education, promotes this ' ^ 

^ Progreun Developm^n-fc 
3. Providers, (idmlnistrators, and funding sources, as well 

' tha*'p?2S"in°S5L^*/'^^^^^ ^ deSloping ^Ad imp Wnti 
theprogram order to ensure that it receives adequate 

fciS^ JnJ"S"^"^^>^^f^' -ejjiipment, supplies, spac^ 
-tina, and the cooperation, oT all personnel.' ' ' , 

• ' fliffll^®??®?* support for an activity is- 
, , esseni£»l if it is. tb be undertaken, success fully. 



• . V Because provider iresiatance to the;j?*-pgraia -may be 

strong, specdjA^^ efforts should be made to identify 
V elements of^e health- education program which 

will be usefu^. in proaating, not disiniptin^, each 

* staff member^s work*. 

• The documentation of program success is an iroportan't 
tool for gaining and maintaining 'this support. . 

One person with knoWedge'of educational approaches 
should be given the responsibility for the overall 
planning and develoiaaent of the health education 
program. .1 

• • This positio'n' should be located within a'^ component 

of the administrative hierarchy which will ensuie 
coordination of all programs and a delegation ^f ^ 
power sufficient to implement them. 

The resources of the organization's professional personnel 
are utilized most fully and effectively if the educational 
activities are an integral part of the total of health 
services orovided and take place in a systematic, 
coordinated, and centrally .guided way. 

» This requix'essiear allocation of health education 
■ 'functions (and^sponsibilities to the entire staff 
and the development of clear goal statements for 
all . educational activities. 

• Rasdurces, including money, ^ouid be designated 
specif ically; for the" health education program. 

A team atproach should be .utilized and all personnel 
should b^ involved the development and implementation 
of healtfe' educa/Lioh activities. . * . . , 

» The physician, because he is usually the head of .s 
the "health team/ must*be in'cliiided before' other 
st^f can. be involved successfully. 

o rh-service training should be provided to teach 
the principles and methods of health education. 
Olhis training should include not only the use of 
educational, mat^erials but also the ' developnent of. 
cojaaunlcation skills, acknowledgment of l^he 

• patient's right to make their own decisions, and 
an understanding of the complex -factors which 
affect hefath beljavior. ^ 

« - Because 'physicians and niarses- are more apt ^ be 
accustoae4 to working with patients on a one-to- 
one basi^, they are likely^ to require additional; 
training in group process skills. 
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■7™?^*^^?? development of the program should 

■ consumers .«md provider* and folloS the 
basic Bto|s of program Planning-assessmajt of education*! 

definition of goals, selection Sr2pp?op??a?e 
methods, effective Wem^tation, and evalSa?ion! 

A broad range of /staff-including all levels of 
personnel, shouli. be incjuded f?om the ver^ * " 
beginning when initial plans are developed. 

The planning and implementation of a comprehensive 

■ health education program may taJce TfomTs yeSJs! ' ' 

' ** « Al-thoAigh some positive results may crane quicklv 

?h^?T?^i^f mSarreci^Ai.e 

^^^""^J effect^ such .as lasting behavioral . 
changes ar^ achieved very slowly. . - 

-~-N .TechnlcmeB 

t^r^i^ti^ behavior is encouraged most effectively 

W J -actively involved in " 

the educajtloftal process. x«voxvea in , 

be communicated and accepted ^ all involved, 
It^lku^ and'their families, and funding 

Healtb-^ducation must be a process of interaction 

" f^^l^ merely a flow of . predetermined info?Sation " 
- from provider to consumer. 

tLoSgSISr^h^cJ^^ ^'"^^ ^ "P-^^ consistently 

* Sr^** i» ^f^4ual.b«havibr are ccimplex and 

* o2S.l^?.^°^ ^ tfme...^caue?^the 
provision of*-, information alone seldom results in ' 
behavior change, toessaga imist bk repeated -Sd 

utilising a variety of educatioSl , " 

^fpproachas, not jus^ one isolated activityrt 

The^goal of the program may or w not be ^ehavior* 

V • ' .; 

l^A should r^tfeive all the information 

* if!!??? necassary to make .an formed S^sJSn'. 

It is s^ill his prerogative, however, to make a" , 

. hsMS^StT^S? ^''"^^'^ r^'^'y ^^^ect his ^ i . 
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12. Because i-t is difficult to change individual behavior, 
emphasis shoul^be placed on providing an environment 
which supports .such change and minimizes the barriers 
the individual encounters. 

• Providers should first focu;/on those -actions 
which they/ thei^elves, can take which will ^ 
encourage the desired behavi'or change, e.g. 
attractive facilities, convenient hours, • • ^"^ ' 
continu ity care, non-smoking by staff. , 

13. 'since organizJrtions differ, from one emother in a variety 
oi aspects, each should develop its own clearly defined 
approach to heaith education rather. than utilize an 
inappropriate model. 

14. While some aspects of an organization's educational 
program may be general, others may have to be tailored 
^cifically for the needs of aarticular patients, e.g. 
hypertensives,. diabetics, individuals with minimal . 
reading skills.' ( i 

• Approaches must have personal relevance for the 
individual emd'be closely related to his own 
goals and experiences. , . 

• ■» ^ .Emphasis must be placed not jusf on content but. on- 
, the method of presentation in order to generate 

-enthusiasm, ai^ interest. 

» 'X/TechAiques which utilize small groups ^^id individual . 
counseling should be emphasized. - ^ 

• coercion i's not 9^ acceptable method. 

• Pear- inducing tactics should be utilized only- 
after car eful* analysis of their . potehtial counter- 
productive effects. ■ ^ 

15 While «iost of organization's health education is 
' likelyr-tP be addressed to patients, efforts should also 
extend Ihto the" community as a potential pool of 
futurfe. watients and alat> to help residents protect 
themselves against avoidable illn^ that: co^d transform 
them into new 6r returning patients. . 

■'l6. Evaluation of all health , education. activities- is. a 
■ ' necessary element for ensuring that pfesent approaches 
ahd.iaetbods ?tre effective apd for generating ideas for 
; rendering than more «£f eptive. . ' . . 
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The primary ala of health education Lb to assure 
sound health-related habits on the part of the 
consumer.' The final measure of educational 
effectiveness, therefore, is to be found in 
consumer behavior, although measures of knowledg4, 
attitudes and motivations will be useful fo* 



certain. purposes., paluation activities s^uld 
include techniques Which document behavior change. 

Tn order to mofxitor an organization's educational 
program, ^assure its optiioal effectiveness, and identify 
weaknesses, it is necessary to introduce ^stemati? ^ v 
recording procedures, periodic reviews, and remalar 
discussions of health education at staff me_eting8. . 

* ' » * 

• . Emphasis must be placed not on reporting that / 
activities have or have n6t been acquired but on 
.their effectiveness in promoting behavior .change. 
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Flexibility in a program is essential to ensure 

m^r-'^i^ li^^lf be modified or eliminated when 
their ineffectiveness is documented.- 
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• "Effective Use of CcJmprehensive Pediatric Care 

^ericAn Jouynal of- JLiseases af children^ Vol. 116- 

( November 1568)7 529-533. ' 

.V . ' ^ 

Article- cites experiment in which families receiving 
comprehensivercare had fewer hospitalizations, fewer 
operations, more physician visits for home supervision, - 
and fewer physician visitr for illness compared with a 
contrbl group. Author feels family confidence in and * 
rapport with physician may increase compliance with 
trea^aaent fegimen but hjfs no definite data iit present. 

' ftaf^ "Attitudes- and Satisfactions' of Low-Income 

Families R&cer^png Caaprehensive Pediatric Care,' 



f^ioo^ Journal of Public Health , Vol. 60^, No. 3, 

Changes in attitudes and satisfaction^ low income ■ ^ 
families were measured by questionnaire dn 'evaluating 
comprehensive pediatric care. No changes in general 
attitudes but increase in satisfaction .with delivered 
•care and increased preference for primiiry carei physician, 

Experimental group received comprehensive, family- 
i focused pediatric care for 3 years. After this time 
^the greatest difference between experimental and 

control groups vas -60%- of mothers in experimental groiSk 
•satisfied because of reduced waiting timfe and only 40% 

SftSSJf ?i SS''?^^?"'- satisfaction. .'Also, 

mothers -in the comprehensive care clinic, found quality ■ 

with doctor and ^se to be morr ^ 
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Aabuel, J. Phillip, et al. "Urgency as a Factor in Clinic 
Attendance," American Journal of Diseases of Children, 
Vol. 10S (October 1^64) pp.. 394-398T 

Study to identify factors contributing to broken 
appointments, urgency of appointment, differentiated 
from medical impoiJtance, apergfid as a significant ' 
influence on 'Clinic attendance. Urgent "a^intments - 
• were broken less frequently t^n routine* ones. Medical 
urgency is one of the most powerful -influences^ on clinic 
attendance. There is a possibility^ that -more adequate 
communication by physicians of urgency of a medical 

^ situatioa-may increase numbers of appointments kept. 

Rate of failur'e of mother to retiim for appointment 

' could bB decreas&i by exercising discrimi^iation in v- 
asslgijing.. Return --kppointments of a routitif^^atv 

American Public Health Associatioiv, Community;^ Health J 
'■ Education Project, consumer ^H ealth- Educatiotyt /A 
■ Directory , DHEW P\;blicajjion No. CHi<A) 76-6IJ?^975. 

Contains brief descriptions .of Resources available from 
49 voluntary organizajbdons for use in.h6alth education 
programs. " ; 

Anderson, J.G., "Demographic Factors Affecting Health 

Services Utilization: A Causal Model," Medical Care, 
vol.- 11, No. 2 CMardh-April 1973), pp. m-120. ' 

Presents "a causal model relating patient dayi, h^spil 
< admission rates and average length of stay to dels^gj 
characteristics 'of New Hexico . counties. Suggests \ 
that supply of " hospital beds is a major determinant lof 
/, utilization in a given area. Author found that 
socioeconcaaic factors incltxding income, educational 
Level, and ethnic group had, little effect on use of • 
hospital facilities. Age and the degree. of urbanization 
do have an effect on utilization. Findings suggest ■ 
that inpatient hospitalization care is substitut«a for • 
ambulatory care irl afeas where physician population 
' ratio is Idw. '. • < 

♦ 

' Paper reviews four sets of factor's influencing utilization 
of health services. A causal approach model is developed 
which would penpit predictions, as to future demands . on 
a health cire .system resulting - from changes in the 
composition of the population served. 
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Andersen, R. and Newman, J.f. "Societal Individual 
' •Dftarmina«J:s of itedic^l Care Utilization in the United 
wtovar^^^ Myrial Fund Quarterly, .v^i. .1 : «^ 



framework, of utilizatioh including 
i^tSl^^^K °f ^^'^'^ delivery syeteas; changes 

SfTSfi? ^^S^o^o^y an<a social norms relating to - 

lIti^iln?S^^^^^^ff^^''^^^ diseaaer and/ individual 
determinants of 'utilizatbn. Author states that 
behavioral model of healtii serviced utilization is ' 
dependent on: a predisposition to use services; ability- 
to secure services; and, the. illness level (high 
^?^^t4 as mjjor determinant of utilization). 
Intervention potential of each of above variables 

laiS^-S ^ determine which is best 

suited, to bring .about a change in utilization. 

William B, Teds.}. Gienvlew, Illinois: Scott, 
Poresman, and Company, 1973, pp. 394-404. 

5E>,^?ir^\°^^'' and;why management requirements are\ ' 
^ ^ changing. Ansh^ contends that the main^ tasks of ^ 

' f^l^T^^tJ^^'fn^^^^''^''^^^^ efficient administra- 

It^i^lJ^i'^V' people, and money. He 

Sf^eta ^^ri^""^® °^ technology, 
' systems,; and social expectations " 

• ^^a^ll P^of<^d change in the major task of 

■ Top. manageaent in the future will have to 

be skilled in the generation and manipulation of ideas ' 

J^^^LiJ^^'tr.t^ ^ iBPiioatioSs to Ms : 

organization of the rapid changes going on in our 
modern i^orld, his organization will belo&e bbsoUte 

^ Implications for traL?ng a^d ' 
education axe analyzed. ■ ■ ^ 

'fS^^i^ Venefeal Disease clinic to 

, » • ♦ * 

' * St;ffii®!if^ anjiyzes the experience of a venereal • 
dijease clinic which.^increased it^ volume of cli^iic 
attendance approximately 150% from 'January; 1970? 
.through April, .1972* Efforts leading tothein&ease 
, . Includedj perspaalcontacts through aiTout^wch 

^•r^'Sffi ^^f* »edia\Slicityj and, a Singe film the 
^ •«S?^fJ'*''H' ^onfc«ct-tracing procedure to I f oISS ^ th^ 
^^^IL^ resiHmsibility to make contacts ^are of 
the probleo ana ses that they ^isit the clinic. . 

32 . 0 V . 



96 



Badaley, Robin F. emd'Furnal, Marilyn A". "Appointment Breaking 
^ in a Pediatric Clinic," Yale Journal o f Biology and Medicine, 
vol. 34 {Ootober 1961), pp. riv-i^i. 

Study analyzes 774 appointments at thfe pediatric qut- 
laSen? clLic at GraS.-New Haven Hospital in C6rmecticut / 
to determinS factors which contribute to brpken appointments. | 
Identified appointment breakers as lower claas whites, 
blacks; and pS^pts witS very young children. Personal 
reasons were given 75% of the time as reported cause of 
broken 'appointments. . 

Becker, M. H. and Green L, W. "A Family Approach to Compliance 
with" Medical Treatment:" A Selective Review of the . 
Literature'', international Journal of Health Education, 
vol. 18, No.- 3 (July^September 1975), pp.- 173-182. 

' Discusses compliance with medical advice in the context 
of paUent- family interactions including: 1) aependency 
~ f of many on family members' assuming responsibility for 
. their adherence; 2) impact dn health care of ^division 
of roles within family; 3) influence- of family members 
on patients' Nadher once. Reviews literature to support 
and encourageTusefulness of family approach as explanation / 
_ and means of improving con^Jliance.- 

and Maiman, L. A.. "Sociobehavioral Determinants of 

r-rompliance with Health and Medical Care Recommendations, 

M^cal care . Vol. '13, No. 1 (January 1975), pp. 10-24. s 

Study reviews the literature on patient acceptance of ^ 
recmendod health behaviors and attempts to identify 
variables which ikre consistent predictors of- compliance. 
The Health Belief Model is- used to explain aspects of 
kck role tbehavior. .Health beliefs as well as health . 
related motivations and perceptions, patiept-practitione^ ; 
•relationship^, social influence, and demofraphic and 
.^^^sonality variables are discussed in terms of their 

iSluence on compliance with medical regimen. Suggestions 
. are made ak to appropriate interventions. Further . 
•exploration aimed at increasing compliance is recommended. ^ 

' Bellin, Seymour S., Geiger,. H. Jack and Gibson, b. p. "impact 
of Ambulatory Heal?h-Gare Services on the Demand for 
Hospital Beds," New England Journal oOfedicine, Vol. 

■ ' 280, NO. 15 (AprII~196§), PP- 808-812. 

"'Survey to determine if. newly opened neighborhood health . 
*" center. .(Tafts NHC at Columbia ,Point in Boston), had 
iajjact on admissions of inpatients' at surrounding 
hospitals.' In the 1;2 months before the center opened, 
hospital admissions were«10.7 per '100 persons. During 
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J^Lffffi J**^ Jf® opened, admissiohs to ' 

. Iiotpitali for all diagnoses decreased 411; iri the 

• * f fSf2 decrease was 75% from the first year. 

After the two years, hospital admissions in the area 
decreased 84% from what they were one year before the 

' S!2 !Sr.2£!SSf;. ""^^ °^ <^«y« hospital 

had corresponding decrease of 86%. Authors attribute • 
the decline in hospital admissions to effective out- 

' '■ t^dh^^il^^A^^ and. injury, since preventive 

and commuhity laedicine were second priority item6. 

^^^**^5;/2f2!^ V/^^ Korper, Mieko. "The Health Te^ Model 

car, utilization: Effect on Patient Be- 
?2,Tr5^ 5^ Health Services," 

^ "^55^?^® focuses on organizational structure as a. means 

University School of Medicine 'stresses " 
5^ family-oriented health care team, ' 
H^'"®-^^ response pattern to 
.positive health orientation; increased use of nurse 

?Xn?°i°^^°*^ guidance; employment assistance; 
• ^^^i^tc tiZ^^ decrea8ed;«|e of physician services 
. ^or illness care; and, eopKasig on health mainte^jance; 

A^opriate .utUization can'be •ncourage<r by health 
Jf^?}^: eairi^ detection, more comprehensive involvement 

iLris'prt?ra^5?^;;L' s:?Sf'^- ^^^^-^^^^ -^^f^- 

. - pi^ftieian co;itac'ts decreased 3.2% during the last 2 

— • 

- • nurse utilization equaled 45-50% of all patient 
professionai contact; patxem: 

3ji-®f ^PPointoentB were scheduled instead of 
. waut-ini. and, 

• • ^ 

" decreased froa 15^30% tQ. 2-7%, 

Bergman, A.B. andWerner, R.j. "Failure of Children 'to 
V V0.1..268, No. 24 {Ju5r'lTrT9??)7-^T3f?- 



study documents the number of children who actually 
- received prescribed medication. Pill counts and urine 
tests were used' -to measure compliance to a 10-day 
co^se I? oral penicillin. Over half of.the patients 
had stopped taking the drug sifter the 3rd day, 71% 
Btopped after the 6tb day, and 82% after 9 days, 
" althouah 95% of the parents understood the directions 
' ~- for -drug taking. Authors found interviewing parents to 
be an unreliable way of assessing drug utilization as 
83% reported that all doses had been giv§n.. The ^uthors 
'concluded that no matter what directions the physicians . 
gave, parents stopped giving medicatiori when symptoms 
disaweared, and that, therefore, penicillin m^^ctions 
are more effective as^_ell as more .economical. 

Biblo, ftobert L.* -Marketing and Enrollment Strategies for 

Prepaid Group Practice Plans," Marketing Prepaid H ealth ■ 
care Plans;' A 'Collection of Approaches , U.S. Department 
. if^glliT Educ ation, emd WilfkEe (Dm? No. (HSA) 75- 
6207; 1972), pp. 5-40. . 

A detailed analysis and description; of m^rk^ting 
problems' and strategies for HMOs. Designed as a 
practical guide either for peopl^ Who are planning 
' * programs or for .those aliready marketing HMOs. A • • 
■ - description of th4 experience of the Ha^^ard Community 

Health Plan is includ^ as a cas^ studyX Also, traditional 
marketing techniques are compared to' those necessary . 
for a prepaid group practice. Recruiting and training 
. a roafketing staff is analyzed. 

Bliokwell, B. *Drug Therapy Patient 6i»npliance,"''N:»w England' 
^ur^lof Meli^ vol. 28?/ NO. 5' (August-?: 1^3), 
pp. 24iH252. ' ^ . •/ 

Discusses factors of the illness, -patient, t^^ 
Physician, the medical regimen, and the. tr^tment. . 
■setUng -which are associated -with noncompliance. 
Author stresses that physicians must rec6>gniz9 these 
characteristics in order to plan, and implement a . ^ 
treatment ^jregiinen to reduce noncon^liance, 

n^on R G i^ioh/ R. , and SchlcSttfeld, R.M. "Effects of 
^°^'''org;SiiJ^?nitruition for Patients with the Diagnosis 

1 "-^ur^ina Research, Vol. 10, No. 3,. 
{Ssmmer 1961), pp. 151-159. 

Study to ^determine improvement in patient well-being., 
for a group of diabetic patients following a program of 
organizea instruction conducted by. nurses. Data 
collected for experimental and control groups through 
tests of. knowledge, skills, and attitudes . and through 
analysis of patient meditfal records. Clinical indices 

C •■' V . • • 95 ' ■ • . 




^iJ'ti^^ wall-being included biood. sugar, urine tests 
P?J<«5!/'®'®!?*'? f''^*^' and cl'iniqal complications! 

!?iff ^e^eiving- organized instruction demonstrated 
fSf greater gain, in knowledge about" diabetes 
nece6iary to carry out treatment. These 
patients showed greater^ ixaprovement in some medical 
outcomes /than did control patients, but the changes • 

■ fi^"^^?^^ ^" ^^^'t' control g?oup 

. Bhowed. better r^stsi^B for hyperglycemia. t 



Bush, 




An overview of the development and implementation of 
group practice plans in the United States. Written to 
_ encourage the develo|anei)t of community- wide prepaid 

IJSSf^E^**'!^^! P^*"^- In°-l«^ed are: trends Vln the • 
development of group practice; types, of medical groups 

J^^;^^ organization,' advantages and disadvantages 
25^2!?^^;^*°^^*°* development of community 

prepaid group practice plans; brief desbriptions of ten 
^ existing coamMnity-wide group practice plans; and, 

■ ii^^^.^^^^.^'' planning and implementing a 
conanunity prepaid group practice plan. 

^^^^fL\J'^ "JJ°?^°5^^°" "*de Patients," Nursing 

Outlook, Vol. 9 (May 1961), pp.. 290-291. ' 

^^?f y ?^ .incidence o% medication errors by el'derly 
patients in a home «are- program. Sixteen of 26 patients 
■ "^^"^ inaccurate m^Jlation, 

of Se^^»''^rj^; ^^"^ ^ understanding 

medicine made less mistakes. 

i^^e-8?edf checking and reinforcing teaching 

Davis, M.S. -."Physiologic, Psychkogical and Demographic ■ 
Factorji.in Patient Compliar^e with Doctor's Orders' " 
. H||fo|1^5are, Vol; 6, No. 2^{March-AprlM968) , 

Pape»..«xaminfi». the characteristics of patients, includinci 
■derobgraphic char^teristicB, physiologic alpects Sf the 
ijlnes., and psycliological .traits, as they reliie to 

fc'I^l patients i;i a general medical clinic »ndicatld^^-^ - 

not-influen^comp?iafSrr 
but physiologic, and psychological variablePdld ' ^ 
Author suageats that airly identificSionlf tt - 
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^ \ "VaoTiations- in Patients' Compliance With Doctors' 

' ' A3xice: An Empi^rical Analysis o*f Patterns' of Communi,- 
4. "cation,." American Journal of Public health , Vol. 58, 

No. 2 .(February 1968) , pp. 274-285n 
• ' * \ . ' V* ^ * " . 

Paper discusses aspects of patient characteristics,, 
medicallregimen/ »h'd personal influence of others whifch 
• / affect compliance, but concentrates on the effect of - 
, the doctor-patient ^relationship. Data collected 
through tape recortilings, patient /intearvifews, and ^' 
'questionnaires completed by physicians. Twelve 
categories *of (doctor-patient intepraction were analyzed, 
. . Results demonstrateci the* importance of establishing 
.good doctor-patient rapport in .order to encourage a 
positive orientation and commitment to the relationship 
* and/ ultimately, greater cooperation^ with medical 
jregiiften. . - • ♦ 

aiid von der Lippe^ R.,P'. * "Dispharge from Hospital - 
Against Medical Advice: A Study of Reciprocity in^the 



Doctor-Patient Relationship, " ^^ Social Science and' Medicine ^. 
Vol. 1 {196^)., "ppv 336-342. - • 

Stuciy of facAiors iirivolved in* patient'^ leaving the ^ 
• hospital against medical advice. The life situation of, 
i:he patient, inadequate preparation for hospitalizatidh, , 

* the doctor-patient relationship, and reactions to role 
' 'expectations ar^ discussed. 

•Doak, Cecilia Conrath, ""The Health 'Educator : Building ' 

Credibility as *a Change Agent in a Medical Setting," . . 
Dorothy Nyswander International Symposium t Papers on 
Theoretical Igsues^ n Health Education , September 27- . 
: -28. 1974> pp. 1-16* • ' " 

f Ai) analysis, of the significance of establishing credibility 
if"a heaith educator is to )De* ah -effective agent for 
changing peoples* behavior. The' historical .development , 
and definition of hea-lth education are discus-sed briefly 
and .six principles of health educa^tion originally cited 
by Dorothy Nyswander in .1956 are updated to illustrate 
Jhow the technical competency of a -health educator can 
. ^ build credibility/ TJje Interpretation 'of -what is 

-involved in the. edugatibri process is particularly ^ 
^stressed* Although johe medical prkctice setfEirig is the 

* foc'us for the paper, the pri-nciples' are clearly applicetbl^ 
to other health ed^acation settingeir . \ ^ ^ 

Q I • ' ' . ^ 
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Donab«dian, A. and Roienfeld, L.S. U^llow- up study of 



Chronici 
Journal 
pp. 847-162. 



Ally 111 Patients Dischargisa from Hospital," 
Journal of Chronic Diseases , Vol. ^7 (September^ 964) , 



' ... 

. Article describtes study .of 82 .patiints with heart 
disease, arthritis, or diabetes before and" after 

• to deterftiinei if physicians' re- 

coranendations were com^ied wit3i and reasons for non- 

• f "^^^ °^ ^« patients did nS? - 

Sa^^^^J °^ "^f ^« racoimendations, with 

^«nn=^ neglected mo^e than others. " 

■ ?^ ?® for- non-compii«nce ' related to the attitude 
> toward or. under stindirig of phypicians' instructions. 
Inoludes extensive review of. compliance literatJ^e! 

Jf™ i^*S*2%§2t: Wb, Responsibilitl^. . 
1574. * New york:' HarpiT-and RoST Publishers ; 

. An- analysis of manag^ent — first the tasks and 

tSr^ma n4J2d "^^J °^ organization and 

+rA if needed to perform that work. Management is 
treated as a disciplinQ an^.not siifiply as common sense 
, The au^or presents both t?e kntwlelge we h^^ ^blu? 
^Slf^^:^*''^ areas. -in which mole inf^atJSS L 
J™ 2?ff^*?°^ °^ management is ^scusBed in 

tn^Lt hiltorical development, its effecion - 

. society, a-nd iis future. Chapters n-14, pp. 130-16S 
in particular , discuss the management of se?^ice 
institutions for performance. • • ^-vice 

Egbert, Lawrence D. efal . "Reduction of Postoperative' Pain 
• by Encouragement and Instructibn. of Patients" New 

Study'of effects of instruction, suooaatinn 
encouragement on severity of pSst^^lStiOe^paiSf ' 
Patients receiving such special care left hostoitai an 
average of 2.7 daya earlier than control grSSp^Sd 
postoperative narcotic requirements were deduced by one 

* * ' 

Peinstein, A.R. , et al . -a Controlled Study of Three 

Methods of PropEylaxis Against Si:reptoLceal infection 
in a Population of Rheumatic Children- tt p2o»?r: * 

IS? IiJi'uwS^*%?"SV"* Sid^: ?&iJdin,''Sltt^.°' 

',?f ^»}>>'»ti'>3 tJi« Haiabenane* of Oral Prophvlaxii ^ 
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3xaiained the effectiveness, of three proph^iactic r,egiinertp . 
in preventing streptococcal inf ectioms rheumatic • 
recSrenSes in 39t children whb. previouriy had rheumatic 
' fever. Used patient interviews and pill counts to 
d^ienaine adherence to oral prophylaxis regimens. ^ 

• Penicillin injections found more effective than 
sulf^idiazine or penicillin by mouth.. 

Peldman, Saul (ed.). The Administration of Mental HealtW 

• services . Springllild, ^Illinois: CharPes Thomas 

• Publishers, 1973, • . . , 

Presents a siies of articles that relate to the- 
administration- of contemporary mental health services..^ . 
These services, which have changed dramatically m, the' 
past decade, are presente'd Us moving m the following 
directions: increased .sco$>e and resources; larger and- 
morejiivferse staffs; complex organizational patterns; 
multiple funding sources; multi-unit systems coordi- 
nated with other services; sophisticated management 
information and* evaluation techniques; closer involve- 
' ment'witji government^ all levels; greater community 

• involvement; and, in^Pas^i sensitivity to change. The 
result of these changes has been .a. severe need for 

• improved administration. Articles in €he book discuss 
the problems and issues involved. 

Finnerty, Or., F.L) Ma€tie, E.G., and Jiriherty III, F.A. 
, -Hjr^tension.in the Ifmer City: l.-I.^Anaiysis of 
Clinic Dropout:s;- Circulation . Vol. 47 (January 1973), 
. pp. 73-75. 

Study of 60 hypertension clinic dropouts to determine 
' reason for noncompliance.' Found factors affecting 

• patient attitude ^to be 'waltzing time, understanding all 
Aspects* of illness, and physician- patient relationship. 

. Clinic was reorganized using patient suggestions as 
guidelines. Changes included the provision of compre- 
hensive care on 24-b6ur basis, appointment system, reminder 
C2ai8 for appointments, assignment of patients to ? 
health team, medication provided at clinic, etc. ' 
* , ^op^t reduced from" 4^ « irt 1966-69 to 8%, after 

changes, in 1970-71- 

Francis' vV* Korsch, B.M., and Horris, M. J. ^Gaps injoctor- 
Patieit Comkinication: Patient's Response to Medical 
Advica," New England Journal of Medicine, Vol. 280, No. 

to tMarcb"T7 PP- 535-5T0. 

• . • , ' 

• Investigates the effect 'of pbysiciin-rpatient communication 
on patient satisfaction and compliance with j:.egimen 
through use />f tape recoi^dings; chart reviews, and pill 
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• counts: CcJmpliarice and satisfaction wart significantly 
. reduced when none of the patient .expectations were met^ 
. thbre was a lack of warmth .in the relafeions^P/ and an 

explanation j>f the diagnbsie and cause of illness was 
not teceived. l>arceived seriousn-ess of illness c 
complftx4tJy o-f regimen, and practical obstacles Also 
. Influenced compli^ce^ . , 

• Preedman, "J.L. and Frafser, S.C. "Compliance Without Pressure?^ 

• The Foot-in-the-Door Technique, " Journal of Personal • 

r- ■ and Social Psychoid , Vol. 4, NoT^^TTTssT, pp. 195 -202. 

Requests for cooperation by presumably non-profit 
servic^prganizations on nonpontrbVArsial issues were 
used to test'.the notion of greater likelihood of compliance 
to a larger request once one -has agreed to a smaller 
request*- Likelihood increased when^ requests were 
similar rin issue, and even when not Similar, after the* 
first request was. complied with. ' ' ^ '. 

Fuchs, Victoir R.' WhX? ^hall Live ? . Health, Economics, a nd 
. Social Change : New XorH; Basic Books, Inc. , .1^74 . 

Utilization of health facilities depends on health 
condition of the' population as well as projj^nsity to 
use he^ith services for any particular health condi-, 
, tion. The physician is also- responsible because of his 
authority to make, decisions affecting utilization. 
Physicians ^ntrol the total process of care, and their ' 
de<ji»ions significantly irtfluence the qtiantity. tvoe 
' and cost of tfarvice utilized. ^ j » 

<* 

Author oitris neSd for physician extenders within 
licensed institutions {includihg physician assistants," 
nurs* cslinicians, pediatric assistants, nurse practi- 
tioners),- vWiysicians are too expensive and often not 
suited to ^ive primary-, prev«itive emergency care; 
Hore extenders mean Wwer cost, improved access, and 
possible rise in" individual health aevel*. Also, 



a 
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extender's care has been shown to be as high in quality 
aif a doctor's care, and their ' ability to relate and • 
cOTOunicate better with patients may increase patient 
satisfaction. . ■ *^ . 

^^o^i-^ a. "consumer Acceptance 
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An analysis of consumer acceptance of the HMO based 
•* on the marketing experiences of four HMOs as related in 
^interviews with the health plan staffs. New HMOs were , 
Afotind to 'be experiencing enrollment difficulties because 
' of lacX of cons.vCaer knowledge and understanding of the 
I^MQ. The paper emphasizes the .elements necessary to 
educate people abbut the HMO concept and have them- 
actually select it as an option. A^i^ understanding of ^• 
behavior developanent and. change and •communix;ation 
theory by the enrollment staff is stressed. 

Cans, Shelton P. and Hortpn; Gerald T. Integration of Human 
Services ;. . The State and . Municipal Levels ., ilew York: 
Fraeger, 1975.^ . 

Discusses the rationale for integration of services and • 
the kind of linkages which are involved. ' Comparative 
analyses are i6ade of projects tha^ have" various forms 
■ of coordination from directed to voluntary. 'There is 
an extensive analysis and review' of the integration of 
human services in the United States. Detailed cases 
studies on community progr^ims are presented and there 
^ is background information on several states including: ^ 
Florida, Utah,- Maine, Illinois, and Georgia. 

Geertsen, H.R., Gray, R.M. , and Ward, J.R. "Patiertt Uoh- 

compliailce Within the Context of Seeking .Medical Care • 
for Arthritis," Journal of Chronic Diseases , Vol. 26, - 
No. 11 (November 1973), pp. 689-698. 

Study «fehowed that patients with arthritis who were 
irritated about long waaiting lines, who felt the doctor 
did not- spend enough tike with them and was too busin^6ST 
like, rather than personal im the I'elationship, and who 
lack faith in tiie effectiveness of the treatment regimen 
tended to be poor pompliers. Over 70% of patients With 
faith in the treatment, who seldom have. to wait to see 
the physician, and who felt the physician was personal 
tin the relationship were full compUers as opj>osed to 
none who perceived any of -the opposite conditions. — 

Gillum, R.F, and Barsky, 'A. J. "Diagnosis and Management of 

Patient Noncompliance," Journal of the American Medical 
Associationy Vol.. 228, No. 12 (June 17, 1974), pp. 
* 1563-1567. ' V, 

' * 

-.Reviews the diteratxire and identifies major factors" 
consistently related to noncomplriancre including psycho-^ 
logical factors, environmental and social factors, 
f characteristics of the- regimen, and physician-patient 
^ interaction. Stresses t^e importance of physicians 

being educated and sensitized to the- problem of non- 
compli^mce and suggests appr<Uches relating to each of. 
T-n!^^ the factors to reduce ^the likelihood of ndncbmplianqe*. 



Glogow, E; ":EffQct8.of Health Education Method^ on Appointinenf 

Bgtearking," Public Health Raperts% Vol. 85-, No. 5 (May 19*70), 
pp. \^41-450. 

Study' of e£eecf8 of "fpur different educational methods 
on appointment-breaking behavior of patients suspetted 
V of-having»gUucoma. No significant differences were 
found among these groups hu% all were significantly 
differ^ent .from traditional referral methods. Concludes ' 
that: it is not.wh^t the patient is taught but rather 
the manner in which information is conveyed which 
aecount's for .the' difference. " . 



Graber,Joe Bales, "Preventing Dependency: Protective ' i 
Health Services," American Journal of Public Health, 
Vol-. 59, No. 8 (August 1969), pp. iTTSMffTT ^ " 

. An analysis of what currently should^ done in the , * 
^^eliVery of health "services (as op^sed td the "treat-*" • 
ment approach) to prevent illness and the resulting ' • 
dependency. Specific recommendations fire made and an ' 
^example of the potential cost benefits iS presented A 
statistical appendix contains detailed information on 
diseases and Causes of disability 'that 'are preventable 
or controllable. . «"taBie 

Greenlick, Merwyn R. "Determinants of Medical Care Utilization- 
The Role of the Telephone in Total Medical Care,' 
Medical care. Vol. 11, No. 2 (March-April 1973), pp. 

. A study of telephone uge in a prepaid group practice 
(Kaiser, Portland) .^1^ a significant number of 
medical care' eonta((tf/take place by- phone, the purpose ♦ 
was to determine •etlternative modes of dealing with " 
prc^lems. presented by phone," or, as a minimum, assure "e 



V -that-thi* *«pebt"^f rm<rfi-eaivcare--wsff"istegf at ecf" w^^^^ 
the whole medical ^are system. Appears to^be potential 
fot reducing demands on scarca medical manpower and 
increasing patient satisfaction through effective 
organization of the phone service and the use of 
specially trained; personnel to handle certain cl'asses 
calls. 

, Determined that 501 of calls concern symptoms; 30% 
'prescriptions; and 10%^rab results. ' Doctors were shoVn 

^ ''^/*^^^^^^'''.!^® the^^.dealt with symptom 

calls. Thtf laakes it difficult to predict disposition 
t of symptom calls using only patient, -disease, and 
situational variablds. However, it is imperative to 
P;derstand t^e under-lying factors because this behavior 
ha. implicatW for.the cost and;quality of medtcaf 

. • • : 102- . 
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• ' . . care. Program was attempting to minimize use of doctor 
time in handling prescription reque-sts by substituting 
• clerical and ancill^iry. personnel . A sisalar approach 
•. for handling lab and Jc-raV .results would al-so be desiraljle. 

Hapkett, T, P., Gassem, N.H., and Raker J.W. "Patient . Delay ^ 
« in cancer,'* New England Journal of Medicine , Vol. 289. 

(July 19.73.), pp. 14720.. ; . j ■ 

Authors investigate reasons'* for delay in seeking care. 
Worry about condition seems' to'. reduce delay more than 
' " physical pain.. Delay appears conscious and deliberate 
and not due -fcb failvjre to' perceive neoplasm or comprehend 
consequences. Better educated* people respond more 
guickly than those with less rschooling, but evidence 
is not available to cr^it Ctaditional cancer education 
campaigns for this difference. Research is necessary 
f on the psychology of delay. ' 

. Haefner, Don P. ^nd Kirscht, 'John P. "Motivational and ' ^ . 

Behavioral Effects of ModifyiiDg Health Beliefs, Public 
Hea\th Reports , Vol. 85, No. 6 (June 1970) , pp. 478- 
484. • > * " . 

*• 'An examination of the "health beli'ef model" -as the best 
^ explanation for the health behavior undertaken by a 
person with no symptoms. The authors review some 
difficulties with the experimental support for the 
model.' * 

This paper reports on a study to collect -experimental 
data on the health belief model. Persons in the study 
were rand^ly assigned to one of three experimental 
groups » or a control group. Each experimental group saw / 
. one of three films related 'to heart disease, canper, or / 
T.B. T^ie findings basically supported the health ^ 

ffiodfel. -Participant beli«f« concerning their , 
susceptibility to a givan' illness were consistently 
changed. ' However*,^ whether positive, healthrrelated 
actions resulted depended on t^e nature of the neces- 
sary 'actions. Personal practices and habits were not 
markedly inf luehced'by the changes in belief. 

, et al. "Preventive Actions in Dental Disease, Tuberculosis ^ 

anTT^nar.", Piibllc Health Reports , Vol. 82, No. 5 (May ^ 

196^), Pi^. 451r459. 

Report of. a naticrnwide sxirvey in 1963 and 1964 on 
beliefs and actions concerning dental disease,- > . 

tuberculosis, and cancer. AJpproximately 150.0 adults > 
ware selected as a 'sample of the adult U. S. populatixin 
in private households. Purpose was to determine whether 
there are certain subgroups in the population that 
O consistently- follow preventive health recommendations. 

Emc' , 103 
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The expfiriemental proceAxre, datA, A?ialysesV and - / 

.implications are discussed, in detail. One general 
result was th«lt pedple of higher " socioeconomic .vstatus 
(higher education, income, and occupation) consistently 
took* acre preventive actions than, people of lower 
•ooioeconomic level. However, there were 'Variations -in 
, . * tho relationship's and the ^underlying -factors influencing 

beliefs and. actions. Basic conclusions about «f6ctive 
■ ways to cheuige general behavior could not be drawn..." 

The authors' suggest that an approach which focuses 6n 
^ children, is the best, strategy at this time. Recommendations 
for further 'reseaurch were made. \ 

Hansfen, 'Ann.C. "^^rok^ Appbintmei(ts in a Child Health • 
Conference," Nursing Outlook . Vol.- 1, No. .7 (July 
1953), pp. 419-41$. 7, ^ 

* , . ' • * . " ' 

Sttidy of riwje, weather, frequency of chang-e -of- physicians, 
irsaunization status, and teleph<l>ne availability as 
factors in broken. appointment rate. Imnmnizatio© 
. ' status appeared significant, race was not significant, 

and othear* factors were of some, significance. Illness 
was most frequent reason offered for broken^ appointments . 
Discusses jchemges made due to findings of study which 
resulted" in 13% reduction in broken. appo'intments< 

Health Education ^nographs . (Published queirterly by the 
Society for Public Health Education. See the section 
footnotes for specific references.) 

* 

A»j>arti«mlarly useful source- of current, up-to-date 
, ' infor^oation in health education. Priority in the 
aqnocp^phs, .as stated by the editor, "is given to • 
mimuscripts which contribute to knowledge of health 
behavior and draw implications for program planning and 
evaluation?, and to those manuscripts which detail tJie* 
• • application ..of behavioral research in health planning 

and aoolal action. Adaptation of ^health services to 
meet consumer needs and the development^ of individual 
. and cotnounity initiative in achieving hdalth toals'are 
particular concarns. - . . • • \ 

. ■ ' . ■ ' ' /• ■ ' 

Each issue also includ^ a section of citations, 
. orgwiizad. by /Bxjbj act matter, of current literature 
related to health education. Another section contains 
abaf^acts of dissertations in health education with ^ 
infonaation on bow to obtain complete copi-es. 

^•^^^^Sllf'^ff ■ Asspciataa, Inc. Marketing ' Health Maintenance 

' ' • . . Qgganigations to Low Income Persons: A Cas'b study 

5«Poft^Pare<5 for the Hejtlth'MalJitenance 
Org^jation Service, :^epartraent of Health. Education, 
and Walfare, under Contract^lto. hsm 110-72t316 (jily 1973). 

EMC ' • '/ - .. . , • : : . . 
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Identi'fi'es and evaluates the niarketing and enrollment 
strategies for low-ijicorae persons used by ten HMO an<? 
other prepaid health plAns. Both planning and- imple- 
mentat:ioh strategies are included and are evaluated and . • 
■ . compared^ Designed ,to aid" Federal, State, and local 
agencies refspons'ible for administering programs for 
;Low- income persons as well as. those wHo .are actually 
natrketing health plans. Seven major elements are 
assessed: ' dontract negotiations between government • 
agencies and health plans; the target populations; the 
medical benefits being- offered; the location of medical 
services; the price; the prontotional techniques; and,^ 
' .the actual' enrollment procedures. 

' . korsch, B. H. and Negrete, V. F.' "Doctor-Patient Communication, 
* Scientific American ,- Vol. 227, No-. 2 (August 197/2), pp. 

66-74. 

' Study of 'doctqr-pAtient communication as it relates to 
. patient response to medical tJceatment and advice. 
Analyzed -800 visits to a pediatric walk-in cliTjic. by 
800 different mothers using audi^o tape recording. 
Mothers were questioned concerni'ttg expectations and 
reactions to the visit immediately afterwards and liter 
to determine -if mothers had complied with- physician ' s 
instructions. Major complaint was physician not showing 
. " • enough interest in xftother's concern for the child. Of 
mothers highly satisfied with visit, 53.4% complied 
' ■ completely compared to 16.7% of highly dissatisfied 
mothers . 

" ■/ 

Kucha, Deloroaii. Guidelines for Implementing An Ambulatory • 
C onsumer Health Information System : A Handbook for 
Health Education . U. S. Army-B&y lor 4i^?iversity Graduate 
Rel^earch Series, 1973. 

Designed. to be used for planning or rfestructuring a ■ 
healii Education progr.am. A useful ttandbook with ^ 
•' - ^- - guideiines and steps clearly defined/ and presented. 

«trong\ph management concepts, pii^icularly the' systems 
approach* fpr problem-solving and decision-making, 
"included are chaptsM on assessment of learning needs, 
planning, resources J especially the development of 
resource and ngdia centers), and evaluation. 

Leventhal, Howard, "Chang^ing Attitudes, and Habits to Reduce 
- ttlsk Factors in Chronic Disease*," ^S^"^- . Jo^rna 1 of 

-tardiilogy. Vol '31 (May 1973), pp. 571-580; 
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Weri-docuia\ented. discussion of m&jor factors invblvW in 
adult behavior change.' Includes basic steps in, the 
. ' ...development of preventive health education programs, as 
^ :W€ill' a8 discussion of the Tise of mass media techniques 
and in^:erperson^l influence. Hakes specific recommenda_ 
concerning the development of preventive approaches for' 
children. . . - 

iuntz, G. W. N> and Austin, R. '^New S^ick' Tests for ' 
P.A.S. in Urine: Report on Use of jPhenietix' and 
Problems of ^Long-Term ChemotherapV 'for Tuberculosis," 
Y — British Medical Journal ,^ No. 5T87 (Jufce 4, 1960) , pp. 

/ 1679-168?: ^ ^ . 

fftudy to .datect frequency of default of outpatients 
from tuberculosis regimen Rising urine test by .^henistix. 
Failure rate of <compliemce with the regijaen increased ' 

5r f rom 18% on chemotherapy less than one year to over 66% 
in those over fou^ years* Suggests that an important- 
cause of nofteuiherenQe is lack of continuity of super- 
visidn by one physician and that ^adherence is nor^- 
• - likely when physiciatn impresses regularity of drug 

* taking and consequences .of neglecting treatment on 
I . *gatient. . . - ^ . . _ 

Lisagna^ L. ^Fault and Default/** New England Journal of 
\ Medicine / Vol. 289, No. S (August 2, 1973i)7 pp.- 267- 
268. ' " 

. Editpi^i'al on physieian^ f aiiuife to recognize possibility 
V of patient nqncompliai^ce, with medical .advice. Recommend 
physicians alert selves to the problem and spend more 
time increasing the likelihood ^<^f adherence by patients. 

Levine/ Peter H. arid Britten, Anthony F. H. "Supervised 
, Patient-i«<,nagempnt of Hemophilia t A Study of 45 
Patients with B^ophilia^ and B," Annals of /Internal 
Medicine, , Vol. TB, No. 2 (1973), pp. 195-2(5T.* 

Forty-five hemophiliac patients were ins-tructed' in ' 
management of bleeding problems.- Compeared with the 
previous -year, there was a 74% reduction in absenteeism, 
89% reduction in hospitalizat^ion iiays, 76% reduction in 
outpatient visita, and 45% decrease in health care^ 
coatis. Alternative to relying on highly trained 
personnel to perform rdutine procedxxres ijs self care 
' \and care by family at home. Faidily members were given 
a .lectur'e on theory of tteatmenti^ availability of • 
preparations/ complicationa of therapy, and then 
J further training «tnd practice. ' . ) ' 
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MacColl, Cairoline S. and Smith, Harvey^ C. Health Education ^ 
. in the Health Maintgnanpe Organization * A Mohograph 
Prepared "for the Department of Health/ Education; and 
'welfare/ 1974; • 

. . { ' . ' ^ . 

• An- emaly^is of the rblfe health education should play in 
HMO's. .The HMO Act, Public Law, 93-222,- and the Senate 
arid House Committee Reports on the Ac.t are discussed 
with patrticular 'eaphasis on the requirements and 
ratioxiale for. 'a health eduqation benefit in HMO's. 
Characteristics stressed weje development of patients'^ 
independence and ability to j^eep themselves, healthy 'And 
to successfully manage chronic illnesses. "^The fcasic 
components/ development, and implepientation' ofj/n HMO 
health. education program are presented^ and exafiiples of 

'actual programs are. given. Practit^l requirements for 

• selecting an HMO health 'educator, for maintaining cost ' 
control, and for monitoring the progress of a health 
education program- are also detailed. 

Maddock/ Jr., R. K. ."Patient Cooperation in Takiiig Medicines,' 
Journal of the American Medical Association , Vol. 199, 
NO. 3 (January t6/ 1967) , pp. T37-14.0. 

Study of 50 outpatifent clinic patients to determine 
extent of cooperation with two different drug treatments 
'for tuberculosis 30% of patients taking INH and 42'%- 
tAking PAS were uncooperative. Discusses difficulties 
of replying on* prescription pick-up date, patient inter- 
view^/ <;linic attendance //.and response to therapy to 
determine compliance. ^Also notes that patient's may 
cooperate in takifig one' drug but not another when two 
are prescribed. 



M^rston/ M*V. "Compliance with Medical Regimens: A Review 
..J,.^,.±he.JJJbarAtura^jL: j3J^ ^ 
(July-August 1970X/ pp. 312-323. . 
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Provides a sxammafy of studies of compliance behavior. 
ReViewb' compliance 'measurepient including drug excretion 
testS/ pill, counts/ patieht self-report/ direct observation/ 
. .temainirig under medical .st^peirvislon/ and follow-tiirough ^ 
of referrals. Also reviews factor;s associated with 

• compliai^ including demographic v,ariable.S/ illness 

; veiriabl^ and social-psychologidal Variables*. ' Con- 
cludes that literature review presents no clear picture 
of iCompliance -deteJ^ninants but suggests an' interaction 
of majtiy, v«ucieU>les as explanation ef compliance beha>ior. 

Miller/ L. V* and GoWstein/ J. '"'More Efficient Care of 
Diabetic Patients in a County-Hospital Setting/" New 

* England Journal of Medicine / Vol. 286/ ko. 26 {June 29/ 
1972)/ pp, 438.8-T39lt . ' , 
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Telephone answeriivg seirvtce and 8ereenii\g by nurse 

practibidnejrs' or residents .prior to emergBncy room 
' / admission. of dia)>etic patiwts vfis instituted to remedy* 

poQri' accesa; lif^ tip^ly, appropriate medical advice. 
'•Resulted in , redoction of emergency xoom visits by 

diabetics ahd a decline in hospital. admission^, so 
^ • 'that, while clinic population increased from 4rOOO' to 

6/0100 in tVTp years, admiasions decreased fr^dm 2/680 

to t/250. ' ' ^ 

J^intzberg, :Henry. The Nature of itonagerial Work . New York: 
. . Harper and Row, Publishers, 1973. 

' ' , ■ . - . 

A study of. the*qu^ti6n, "What do managers, "do?" Very . 
- readable. Designed for. a wide audience includihg 
academics ,imd students *aa wall as practicing managers 
and fftaff peopld. Presents delta based on available 
behavioral research* amd on a sijudy of' five executives * 
' ill which the author followed each for a week. 'Identifies 
thfe wide range of relationships which comprise the 
manager's role in contemporary organizations. Analyzes 
■ the behavioral and cogriitive skills involved* in being 
. an effective manager, with the'vi^ that unless these 
skill^are recognized and identified' they will not be 
lea^-hea. .. • ♦ . , ' ■ 



Mitchell, I.A. "Compliance with Medical Regimen; An Annotated 
Bibliography,", Health Education Monograph , Vol. 2, No. 1 
. ; .^Sj^ring- 19'74), pp. 75-^7: , • i . " , 

; ^ Review of articles, concerning dembgraphic, social, and 
*, • economic factors as- related to compliance to medical , 
Jregimens. Includes general artidlesand disease-specific 
r articles' on tuber'ci^losls, *ptreptoc6ccal' disea-se and 
• rheumatic fever, .diabetes ,Kpsychia(ttic disease, obesity, 
•* anemia, malaria, arthritis, and 'gastrointelBtirial disease. 

"Morrle,, N.M. , Hatch, M.H. and Chipman, S.S. " "Alifenation as a 
: . De.<5errent to W6l^-Child Supervision, American Journal of 

, Piiblic Hea^Lth^ .Vdi^ 56,. No. 11 (November 1966)715?; 

^ ^- i874-i882v " /' ^ - • C . 

, ' «'//'» 

1 ; Article deals with medically indigent gj^oupS^ and thei;c 
feelings of pbwerlasaness and' social isolation;. These , 
feelings have adverse effect on care-seeking behavior. 
Services must be. 'examined in light of tjie implications 
of aiianatldnf if one wants to influence the use of 
'• preventive services. 
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The -Preaident's Committee on Health,, Education. The Report 
of the . President's Conunittee On Health Educa|Ton. 
Dep^rtoient of Healthr^Education,' and -Welfare, Health » ' 

• ^ Services and Mental Health Administration, 1973.- 

.De|^nes the scope Of health education and identifies 
' " aaid assesses the- current areas ^f -activity, ^lev.iews 
the changing needs for he;ilth education and discusses 
the purposes arid challenges. ..Elaborates, on major areas 
of health.. education 'need ahd on major groups with 
unique needs in health edufcation. Concludes with 
•findings .dnd specific recommendations in su^ort -of ^ ^ . 
..health education. The major reconmeridAtion'^-is for the 
creation of a National (Tenter for Health' Education to ' 
stimulate,- coordinate, and evaluate health education 
programs.. ' - . ^ ^ 

Riley, C.S. "^intient's Understanding of Doctor's Instructions," 
Medical care . Vol. 4, No. 1 (January-March 1966), pp. 
34-37. ' , » ftf 

Questionnaire was administered to 162 persons^to' see 
hoj* they, would interpret cwrtain instructions physicians 
might give. Revealed that what physicians' considered 
were 61ear-cut instructions were often ambiguous to 
patients. . ... 

Rockart, J. P. and Hoffman, -P.B. "Physician and Patient 
Under pif ferent Scheduling -Systems in a Hospital ■ 
. Outpatient Department," Medical Care , Vol. 7, No. 6 
(November-D'ecember 1969), pp. 463-it?0. 

Scheduling system^ greatly affect patient waiting time. 
. Also assignjnent at time of appointment of patient to 

specific physipian is significant element in effectiveness 
of appointment system. 

Scheduling methods range frop block system (all patients 

to arrive before .start of cl'inic) to individual appointment 
. time system. Physician lateness is worst in block 

system. Patient waiting time follows pattern set by 

physician lateness; As appointments become more per- 
. sonalized there' is a tendency for physician and patient 

to act mofe responsibly toward each other— physician 
, arrives .mor'(^ punctually and patient dfaes too. ^The 

entire system works better when patients are assigned 

to particular doctors. 

Rogers # Everett H-' with Shoema^^er, P. Floyd, Communication 
' o| Innovations .- 2od. ed. New York: The Pree Press, 
T971» 
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The -President's Coounittee on Health, Education. The Report 
of the . President' 8 Committee On Health Education . 
Dep?rtoient of Healthr^Education,' and -Welfare, Health » 
Services and Mental Health Administration, 1973.. 



Deh^nes the Mcope Of health educfatfon and identifies • 
and assesses the' current areas . activity. |leviews 
the changing needs f or ^ health educafcicTn and discusses 
the purposes arid challenges. Elaborates, on major areas 
of health . education "need ahd on loajor groiips with 
ujiique needs in health edufcation. Concludes with 
•findings ,dnd specific recoimaendations in suji^ort -of , . 
. .health educatioji. The major recommerid/ition--is for the 
creation of a National Center for Health' Education to ' 
stin^uiate/ coordinate, euid evaluate health education 
programs ' ^ . % * 

•I ^ • * • 

Riley, C.S. "^^tient's Understanding of Doctor's Instructions," 
Medical Care , Vol. '4, No, 1 (January-March 1966), pp. 
34-37. " , > tfti 

.. i Questionnaire was administered to 162 persons'to' see 

hojf fcney. would interpret cwHaiin instructions physicians 
might give. Revealed that vhat physicians considered 
were 61ear-cut instructions were often ambiguous to 
patients, . 

Rockart, J.F. and Hoffman, -p.B. "Physician and Patient ^ 
■ Under different Scheduling -Systems in a Hospital • 
, Outpatient Department," Medical Care , Vol. 7, No. 6 
(November-D'ecember 1969), pp. 463-ii70. 

Scheduling system^ greatly affect patient waiting time. 
. Also assigmnent at time of appointment of patient to 

specific physipian is significant element in effectiveness 
of appointment system. 
% ' ■ 

Scheduling methods range fropi block system (all patients 

to arrive before -start of cVinic) to individual appointment 
. time system. Physician lateness is worst in block 

systea. Patient waiting time follows pattern set by 

physician lateness; As appointments become more per- 
. sonalized there' is a tendency for physician and patient 

to act mofe responsibly toward each other— physician 
. eurrives .mori? punctually and patient dbes too. the 

entire system works better when patients are assigned 

to particulau: doctors. 

Rogorsr Etrere^it with Shoemaker, P. Floyd, Communication 
. of Innovations ,- 2od. ed. New York: The Free Press, 
1971 » , 
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AA analysis ,of the dispersion of innovations through a 
given society based on some 1,500 publications dealing 
with diffusion research emd huiaan coitanunication, Tfhe 
primary concern of the book is how Boci^al systeras hre 
chahged through the diffusion of new ideas — an important 
issue becauise of the xate^of change in the world,^ A" 
each'^element of. diffusion 2trid adopjtioh discussis^d, 
actual examples. are given and analyzed, ^ CrossrrottL^ural 

* differences and similarit^ies in the difjjasion of 
innovations are specifically highlighted. ' ' ' 

• » ' • ' ' * 

Designed for change agents whose role i9 to diffuse 
innovations and for social scientists with an academic 
interest in a detailed analysis of concoi^ication and 

* chemgeJ • . 

Rosenberg ,*.G. ^'Patient Education ,I.eads, to- Better Care for 
Heart Patients," HSMHA Health Reports , Vol. 86, No. *9, . 
(Septembejr 1971), pp. 793-802. ^ \ 

* An organized pa^tient education approach was u6ed with- a 
group of patients with congestive^ heart failure. 
Suceeded fh reducing' number of patients readmitted from 
23 out of- 50 patients ^nd "35 readmissions to 6 patients 
and 12 readmissions. Patients receiving seducatibn 
showed greater knowledge of illness 2md treatment and 
©howed much greater adherence to regimen. 

Sackett) D.L.> etal. "Randomised Clinical Trial of Strategies 

for Improving Medication Compliance in Primary Hyper tei^j^ ion, " 
' Lancet (May 31, 1975), pp. 1205-1207. 

' - » „ ii 

^proving convenience of ceure and educating patients 
^bout hypertensiofi and treatment were two strategies 
used to see if compliance with medical regimen could be 
increased. Mastery leeurning program was effective s 
teaching patient%bout illness and treartmexjt, but 
neither increased knowledge nor attempts to' increase ^ ^ 
convftnience of ceure improved compliance. 

Schroederr S.A. "iJowering Broken Appointment Rates at a 

Medical Clinic Medifcal Car eT Vol. 11/ No. -1 (January- 
February 1973), pp. 75-78. 

. Three toethods were u^ed to reduce broken appointment 
rates' in a lower socioeconomic group of patients at 
.George Washington- University Medical Clinic in Washington, 
D»C. Control group which received no special reminder 
of appointment had broken appointment rate of 24.6%; 
those reminded by post card, 13^7%; those reminded by 
phone call# 19.5%; and, .those reminded by physician 
phone call, 17#6%* /\ 
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High rata'^ of broken appoirvtmants interferes with - 
continuifc^ lDf care, scheduiing/ /md proper allocation 
of itianpowe*; The -G.W. university Medical Clinic baseline 
broken appointment ratfe of 25% was lowered to 13-14% 
. simply by r binding each patient of appointment by 
,/ ' phone- or postcard. 

Simmons, ' Jaannejtte (ed. ) . ' "Making. Health Education Work, " 
Americatn^ Journal of . Public Health , Vol. 65/OctQber 
1975, .Spppl^tfant. • ^ 

I An hnaiysis of health education ais a part of health 
program developmint, witl^# primary emphasis on programs 
for low' income And minSrity groups. Based on information, 
ideM,^ and ad^cb from over 100 health education programs'. 
Included are /suggestions for strengthening ' health 
education programs as well as an analysis of the problems 
^ and deficiencies- w^jicW have occurred. Designed for 
those. who .administer*, pay'fdr, and use health education 
programs as well as, those vhq are actually providing 
health education, services.' 

* 

Stimsoni, G»V» "Obeying *-poc tor 's Orders: A View from the 
Other Side," Social Science and Medicine , Vol. 8, No. 
.2 <Pebruary^74)'.pp. 97-104. 

Discusses role of 'p^^ti^t as decision-maker in determining 
^ whether' to adhere .to prescribed regimen. Patient's 
' perspective of illness and treatmentv expectations and 
evaluation of physician, personal experience with drug^, 
and other factor^* affecting patient's decisions aire 
suggested as useful. considerations regaurding the 
problem of ^medication use. ' 

Wajmecke/ Richard B.,/ #t al . "Contact with Health Guides 
and' Use of Health SeifviceS', Among Bj^cks in Buffalo," 
Public Health^ Reportf , Vol. 90, No.' 3 (May-June 1975^}, 
pp. ii3-2ii/ ' 

A review a^ analysis of the' res\alts of a progreuD begun ' ' 
by the Eritf qpunty Department of Health iri 1967 to 
improve c ommun ity use of health services. 'The program 
was based pn the . Knowledge th^t personal comngmication, . ^\ 
as opj^sed to all types of media, is the i>e8t^means of 
obtaining participation and that this personal communication, 
is most effective when ther person making contact is 
culturally And sdci06conomi<:ally simileu:. Si^t health ' 
guide tmits, ^^sposed of 80 '^lack; middle-aged,* wonen 
as he<ath guides w«re set up in tKe inner city in areas 
of predoflinan€iy low" socioeconomic black populations. 
The health- guides were tecruited frcan'the neighborhoods 
iii which they worked and did not need advanced education. 
• : TJiey were tfaifted to discover -health problems -and 
facoBBa^nd the type. of service suit^ to the .problem. 
Their orientation was to te^ch- people to secure the 
. services for themselves. 
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The relationship between tlve use of these health guiaes 
and the use" of eigh't 'services was measuredi Positive 
correlations were "found. Also determined vas^ 
that the health guides seemed to be as effective as 
othetf, more highly trained and highly paid, health 
professionals. 

* . *. ' . 

Wertheimer, "A.!., Ritchko;, C, and Dpugherty, D.W., W 

"Prescription Accorady: .Room for Improvement, MedicAl ' 
Cai^e, Vol. 11, No. 1 Ueunuary-February \1973) , pp. 63-\ 
TTX • ^ \ .. . ^ 

Nearly 10% of 223 prescB^ptions ordered by 'physicians 
were dispensed with some^iype of irregulaj^ity (e.g. 
instructions, pi^oduct, or\ strength) . Suggests physicians 
request patients to bringt^iaedication to office visits 
to check accuracy. 

Williams, Allan F. and Wechsler, Henry. "Interrelationships 
of Preventive Actions in Health and. Other Areas," 
Health Service Reports , Vol. 87, No. 10 (December 
1ii2) , jip.' 969-976. ■ . 




A review pf wha^ is known about preventive healj 
behav4.or • and a: report on two studies to determine the 
extent to which different kinds of preventive behavior 
are interrelated. The results showed thAt health 
actions varied in the extent tovwhich thiey were related 
■ * to other health actions, Also, thete -was a lack of 
correlation between going to a physician for a checkup 
and practicing roost preventive actions. The experimental 
results, the pattern of interrelationships, and the 
implications for preventive health programs are discussed 
in detail. 
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Health Education Instrument 



. This is an instrumeat to describe the health education 

elements in,rhealth programs* The range of health programs and 

basic problems is so wide,- the variations in providers, resources 

♦ 

audience behavior, knowledge and attitudes so great as to make 

/ 

mS3kX^39JX%^s^^^^^Z3Lll^r\?i^ difficult. — However , this- 
Instrument assumes that there basic p.rinciples and processes, 
underlying all educational approaches and is being utilized to 
"describe the educational process in a variety a£ programs. 

The i^nforraation. is beimg collected by an APHA c6mmittee 
composed o£ memb^/ of all tv^enty-ome APHA sections^ and will be 
utilized to examine current directions inTiealth education. All 
persons ,who are interviewed will receive informati\>n regarding 
the data^ generated by the survey. 



^ ^ Health. Program Profile 



JJote: .All reponses are confidential and will not be utilized 
^ without the express consent of the interviewee. 



Interviewer :_ 
Date: 



1. Name of progranj/proj ect 

2. name of director/title_ 

3. Address 



4. Telephoi}e No, 



5. Names and titles of perscrns interviewed, 



Part I - General Overview 

Part r (questions €^9) deals with the total health 'program 
of the institution in which the health education activities are 
located. - ' - \ 

• * " ^ 

6. Description of total health program. ^ * 

a. Type of institution (health Servic^, school, -amployer, 
etc.) , ' ■ ' . , • * • ■ 

/ - . •• 7 ' ^ 

, ■ f . • ■ 

Describe the ag^ivities o^^the health program. . 
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c. List 'the most frequent medical' or other health problems 
^ identified by the health program: * 



Audience to whom program is directed, ^heck as ^any as 
are applicable. \^ ' 

a. Es^iiaated size of the target audience. 

l\ 10 individuals or X^ss* • 

2. 10 - 50; individuajs - 

;*3. so - 100 " • • ' ■ 

4.' 100. - 150 " ■ 

5... Over 150 " * 

^ Please estijnate size^^ ^ * 
if over. 150 ' • 

»: ' ^ 

b. Age of target audience. 



V 



- 1." 


Under 5 


years 


of age 




2. 


5 


- 9 


11 


11 




3. 


10 


- 19 


ti 


fi 




'4., 


20 


- 29 


It 


II 




5. 


30 


- 39 


II 


ti 




6. 


40 


- 49 


II 


If 




7. 


50 


- 59 


* 

1 


* 




8, 


60 


■- '69 


It 


II 




9. 


70 


- 79 


It 


II 




10.! 


30 


-■ 89 


years 


of 'age 





and over 

€♦ Sex of target audience 

Male Female 
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♦ 

d. List those Health problems addressed s^pecif ically by 
your program, 

■ • • 

e. Other factors including but ^nbt limited to ecemomic 
status, minority/ethnic classification, occupation, 
geographical area, and educational levels. 

•■ ■* 



V 

8. Budget for total program: 
Sources of funding: 



- \ . . ■ ' - • ' 

9. DescVibe the size antf composition of the major polity-making 
group". ' . • 



Jt 

t 



a. Is the target audience represented within the policy- 
making group 

Yes . No 



b# If . yes, in. whf t form does this representation take, place 



/ 
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• * 

Part II - Specific Health Education Program v 

' . • - \ ^ 

The remainder of the instrument deals with the specific 
health education- activities of the project. 

• • ^ . . ' 

10. We wpuld like to make a' distincti on between j^rograms 

that ha^e a planned^ integrated health education 'cpmponent 
versus those that are separate activities developed through 
the individual initiatives of a few people. Is th^re a 
systematic, coordinated health education program?^ *. 

11. List^ the major areas of your health education activities. 
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Hot&t The infqrmation rjequested in <?uestiohs ^2 through 23 
should be collected for eac^ separate health education 
activity listed in question number 11. \ ^ 

12* Identify the target audience. 

> \ Check if ^^^ag^li cable . 
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Patient^ 

Family 

* Students 



Employees 

Agency Staff^^ 

Staff -of other agencies * 

General community 
Other, please explain . 



a. Size of the target audience 

b. Age # 
c* Sex 

\ d. s^ealtji problems ^ 
e. Other ^ 



f* Do-all recipients or on]^*selei^d 
ii(dividuals receive healxh education 
services? ^ ^ ^ 



All^ Selected Individuals 

(Identify below) 
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13^^ Describe the basic e^lements of the health education activity 
including its educational objectives ^ 



.Note to interviewer: Does the activity go beyond minimal * 
-information giving (one-way) to an exchange of information 
(two-way commjanication>? Yes No 

14. Describe who carries^out the activity. 

r 

Check if applicable, 

/ Administrator Registered Nurse 

Dentist ' , * - Licensed PracticaT 

Nutritionist ^ ' • • Nurse 

Teacher^ Outreach worker 

School heaHh educator ^ . ^ . Community h ealtH 

. Recep€ionist_^^ ' educator 



Physiciari_^ , ' ' * Aide_^ 

Indicate physician * ' ^ - Social worker^ 

specialty , ' 

Other: / . 4 



a. Describe tlie health education duties -of each person 
checked above. , . " ' 



> 



b. Do they now' or di4 they in the past receive special 
'Straining for the§e health education duties? Yes No 

If yes> plc/ase describe the types of training provided 
' and the persons who condu^jt-^or conducted the' training. 

J5. Describe the metllods and materials utilized. Check if applicable 

Group lDiscussion_j Role play or simulation ' 

' Aud^o.-visual Classe s - 

Counsel ing_^ Educational<: prescript ion 

Programmed instruction Videotape 

Mass media • ^ ^ In-service training ' 

\^ Other: ' , \ \ 

16. How does the target population learn about, the activity?* 



17. Where does thejactivity take place? Is it accessible to a 
majority of the target population? 



18. Describe the evaluation procedures for this activity. 

1. Are your objectives written in behavioraCl terms? Yes ^No_ 

2. Is the activity evaluated on the biisis of these behavioral 
bbjectives. ^ 

If the activity is nott evaluated on the basis of ^behavioral 
objectives, \\'hat 'are the criteria used to evaluate its 
effectiveness? • , 
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B. Are cos'ti-benefdt or cost-ef fectivenefes analyses * 
\ performed? If yes, please explain* Yes iJo 



I 



5 



C. Is there a mechanism for cojisumer evaluation of the 
program? Jf yes^ please explain* yes_ No • 



D» Other evaluation mechanisms. Please .explain. 



Note to interviewer: Please indicate whether: evaluatiofi 
" procedures are infoxmal or formal 

" 19* Is one staff p^pfeon charged with primary responsibility for 
. the project ^-¥es No 

» ' ^ ' . y . 

a. What is that person's title and what position does he 
hold within the hieratchy* of the organization? 



- ^ h* What responsibility does this individual have for 

^ coordinating the health education activity With other 
activities' of the agency? 



ZO,^ Is.th^ health education activity integrated into the total' 
* health program? If so, please explain how this is accomplished 



126 



a. Are health education activities reportable and recorded? 
Yes , No 



b. Are health education activities discussed at s'taff- ^ | 
and/or other meetings on ^ regular beisis? Yes No 

21. Describe the budget of the health education activity. ''* . * 

f • P • • • 

a. List amounts by line item category. 

r 



b. List titles of .staff Aiembers included i;i^ the i^udget. 



c. List the percentage of tiioe of individual staff meinbers 
which^is devo'ted to the health education activity. 



d> Is the budget incregising ^ 

^ * defereetsin g 

remadning^ the same 



. 22j Etescribe the history of the* project. How wa§ it planned 
^ \'' jiniti^lly. £md what changes 'have taken place in -the course 
of its development • 



* 
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©escribe who does the piemning< 



Is the target population included in the planning 
process?^ If sd, please explain. 



Describe the data utiliz&d. Check if utilized. 



Statistics 

Morbidity ^ ^ 

Mortality > 

Census data . 

Outpatient r^ords^^ 

Consinner 
. intefviews/surveys^ 

Agency report s^ : 

Other: \^ - 



School reports^ 
Cour^^eports_[ 
Agency reports 



Literature search^ 

Physical exams \ 

Case/histories 



Outside' consultation 



Descifibe the methods utilized for establishing priorities 



Describe the effects ofecost factors on the planning 
process including^ estalriishment of priorities. * 



124 



128 



e. list th^ chronology of events which took place, in the 
development and iropleinei\tatio'n of tiife program. 



• / 



f.' *ias Sijiere a written j)lan fol*^ the program? 



2S. Is the health educa^on activity tied in or coordinated with 
the activities of other agencies etnd if so. in what ways? 

Participation in planning , Manpower 

Referrals ^ ZZH Materials ^ 

. Technical advice . . ^ Physical facilities 

Financial assistance ' , * - 

Provision of actual health 
education services ^ ^ . 

* ' Other : ' . " 
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Please list any additional information which you feel is 
important about the program but which has not been included 
in the survey questions. 



1 ^ 



Preliminary Rating Scales of 'l*rogran)ming Sophisti-cation* 



Based in part upon: ^ ^ ' " 

Green^ L.W., Marjorie. A.C Yovng, and Ralph SollacT, Criteria 
and RaUng Scales for the. Assessment of Program Structure 
a nd Process^ Macro Systens, Inc. - New York, New YorK. 
Consultation Report for the United States Department of Health, 
Education and Weliaxe, 1972* 

Scale, b « * Jiittle or no attempt to collect dita on problem or 
population. , 

1 « Some attempt to collect, but \xo attenrot 

consolidate or use data; or data collecji^d on 
<»population but not on probaem, or pr^em but not 
popvilation . ^ 

2 » Reasonable efforts to collect^and consoK^ate data 

from available sources on-b6th population 
cljaracteri'stic^ and problems . • 

Scale 0 = No evidence of serious review of scientific 
' lltera€aire on the problem prior, to planning. 

1 c Some evidence of literattire revi-ew prior to 

planning 'iut no^ recorded'or used in the planning? 
• ' or literature svstematicallV reviewed on 

population but not on problem, or on problem but 
not the population. 

2 » • Clear documentation of previous research and 

experience pertinent to the problem* and population. 

Scale 0 » No ef fori; to interview other agency .representatives 
- ' in the ^consiuiiity vrtio may have had prior experience ^ 

with the problem. 



1 » 



Some eff^rt' to interview others/ but some obvious 
amissions; 6r some clearly wasteful overly in 
services, 

. 2 fStther thorough survey of ^available resources and 
individjials with prior experience with- the 
problem* in the community . 

> 

Scale 0 « No effort to consult other sources and assistance 
. ^ , ^tfttdre specific data, literature, respurces or 
experience were ladcing* 

1 » Some .assistance or consultation obtained but , hot 
actively sought or not obtatined until after the 
planning stage, 

* 2 » ^Consultation used wh'Ire ^ecific data,' literature, 
' * xeBOixtc^B or experience were lacking. 
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5. Scale 0 «- General idea as to target popixlation for program. 

1 •« Agreement on some but not all of the following: 

/ geographiK: boundaries, ethnic gxoups, socioeconomic 

groups and age groiips to be served. 

2 » Written. identification of - specific target groups. 

6. Scale 0 ». Planning based exclusively on random observation' of 
, . ^ - behavior of thfe- "target" groups. , 

• 1 = Planning Ijased on presumed knowledge, attitudes/ ' 

*^ . . values, and social relationships of the' target 

populations. • . 

2 = Planning based on concrete data concerning 
knowledge, attitudes., values and social 
relationship^ fcf tetrget groups* 



7. - Scale 0 » No representatives from the target populations 

were actively inrinrJAd i.p f->,e plannir.'*. 

: 1 * * Nominal representation of target populatiorl in ' 
.planning but not in sufficient numbers or 
positions to affect "decisions; or tpo late 'in the 
plafming; or their suggestions were ignored or 
, ■ • discarded. 

2 = Adequate , active and early pjAticTpation of 
representatives of the target populaitions . 

8. Scale 0 = Program plan announced to the community at large 

only jaf ter program was underway. 

1 = Program plan announced to, the 'coimnunity after 
grant ,^ contract or budget was received. 



1 « 



Community kept informed of progress 6n a 
continuing basis . 
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9. £cal^ 0 = No representation of parUcipating agencies in 
planning. ' \ * » 

* i « Nominal participation Only. 

t ■ • * 

2 » Adequate, active and early participation of 
; • .participating agfenc*ies throughout "the planning. 

: i28 ^ 
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10, Scale, 0 Representlltion f rom ,top level* staff in plani)ing. 

1 m Representatibn f^om top and middle levels of 

stiff but not'frim lower levels, or only token 
y participation of, lower levels. 

2 « Adequate, active and early participation pf 
/ ^ • ' representatives from all levels of staff. 

A • . ' 

11^ 3cale 0 =^ No attempt to inform personnel until after plans 

were complete . 

1 = Only middle and top level personnel kept informed 
during pl^^^in^* 

' ^ 2 » All personnel kept fully informed Throughout the 

. plamx/ng. ^ ^ 



I 



12. Scale 0 = No. objectives explicitly identified tot program. 

# . 1 _ ■ nv^^cti'/es sK^i-^^ ^T.T^T^^v from tiv« perspective 

of^the'agency, or in very vague terms. . 

Objectives atat^d in concrete, numerical terms 



J , and in terms of .target population's goals. 

13, Scale 0 - Objectives general and verbalized by staff. 

l'« Global goals writteii into general plan. 

2 =• Objectives are clear cut statements of intended 
accomplishments including the nature and scope 
of re-suLts to be achieved, with whom, wnere and 
when. - * 

' 14. Scale 0 « Objectives have no priority. 

1 « Objecti\jes have generbl priority ranking. .. 

2 » • Objectives are rafik^ according to 'agreed upon 

priorities. ' ' ■ 
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15. , Scale 0 « Health education initiated with only vagu^ relationship 

to' overall ageficy program goals*- 

1 « Health education objectives parallel general program 

goeULs oiid' chrqnology* 

* • 

2 =• Systematic planned relationship between sp^ific 

health education objectives and the goals ^ 'the 
• agency. ^ ' ' 

16. Scale 0 = ; No specific plan for 'recruitment , of consumers '<?r 

uSBrs 'of services at tine services began. ^ 
•# . • " . 

1 « ^tecruitm^t plans lijaited to mass madia 

emnouncements • ^ ' ' ^ ^ ;^ 

^ 2 « Well developed outreach plans ;^ to rec?ruit speci^c 

target groups accordinrg to priorities dictated by 
objectives. ^ . - , 

17. scale u - ' Initial f>ublicity or promotion of services directed 

more to low priority target groups than to high 
♦priority groups. 



1 = 



Initial promotion of services spread .equally 
• without regard .to priority groups or without regatd 
to limitatiops /of services. " ^ 

2 W* Initial promotion efforts directed primafTTy at 
/ high priority ■gr^^ups and without creating more 

demand for services thrat-Ccin adequately be met at 
the outset. • 



1 « 



• - . - . ; • \ - ' 

18. S«»le 0 = No recruitment dt training for health education 
■ _ skills before program services began. ^ 

Reorui.tment of staff and/or volunteers before • 
program .ihitiated, but not' training. 

RecruiWnt and training \>f- staff and volunteers 
2ure continuous » . , 
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staff assig?ied health educatipn duties without 
any orientation to overall program objectives , 
philosophy and limitations. 

Staff assigned with minimal "written orientation 
material. • ^ 

Staff involved in itrutual orientation program at 
which responsibilities and functions, were assigned 
within the context of program objectives, 
philosc^hy, service components and limitations- 

I 

Specific staff functions not indicated beyond 
progreun objejctiyes. 

Job descriptions include specific responsibilities, 
•'but not related to program objectives or service 
components • 



Sta^f functions clearly delineated in relation to 
progr^un objectives ♦ 

V 

* * 

No cle^ir designation <Sf organizational hierarchy 
or lines:- of aiithorit/. 

Hierarchy designated by an org£mization chart,' 
but no cJ^ear indication of supervisory 
responsibilities. 

Supervisory responsibilities clearly delineated 
at each^.leyel of brganizatjlon. ' 

^ No vertical or horizontal' communication between 
staff members • 

CoOTiunication and feedback adequate within the 
orgjanization • ' , 

Methods of communication and feedback between staff 
systematically developed and very effective. >^ 

No efforts td determine in advance appropriate 
iDethod^ or materials ^f or audience. 

Soiae efforta to detenaine experience of others in . 
utilizatioft^f materials. 

^ # 

_Pre-test approaches o© target audience. 

' . i3i 
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Utilization of available materials without 
application of specific criteria. 

Systematic ana^y^is of available -materisas utilizing 
specific criteria. 

Selected use of available materials with planned 
capability to meet specific program requirements. 

Evaluation considered during planning ^md preparation 
but no .written plan or design. 

General design but no ^ecific criteria. 

/ 

Evaluation design and sampling plan well developed 
prior to implementation of the program. * 



No mechanism for determining recipients reaction to 
program. / 

SDoradrc effort to aRra"rf-;^i 

reacLion. ^ ----- ■ r ^ - - 

Formalized mechanism for ascertaining re^cipient's 
reaction . . , 



No mechanism for feedback from staff conceminq' 
program operations. ' 

Mechanism which provides sporadic feedback from 
staff concerning program operations, - 

Formalized and systematic mechanisms for jfeoviding 
feedback and development of responses based on 
results of feedback. 

No specific hea^ educationrbudg'et./ 

Specific resources including salaries are assigned ' 
to health education. ' '. 

- — • 

Identifiable, realistic budget devfeloped- on the * 
basis of the health educatibn prbgram plan..- 
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29. Scale 0 = No effort to develop outside resoiiroes. 

1 « Sporadic utilization of outside resources. 

. 2 V Systematic devetopinent and utilization of outside 

^ ^ resources based on program plan. 



30. 



Scal-e 0 = 
■ ; 1 = 



Scale 0 = 
1 = 



W.Jf"WV««V-. — t- 

resources based on program plan. 

Little to no. communication with other agencies. 

COTmunication and feedback with cooperating agenci 
is adeqv^te. 

systematic and effective methods developed for 
conmrn^ication and feedback with cooperating 
agencies. 

No referral, sources officially contacted ptior to 
progrcim initiation. ♦ 

Referral source? contacted but not prepared to 
provide or receive referrals at time of program 
opening. 

Referral sources providing and/or receiving 
referrals as of opening of program. , 



I 
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